i(the iron that’s nice and easy to take 


The effectiveness of Fersamal preparations 
is due to their high ferrous iron content— 
the tablets contain about 65 mg. and the 
syrup 32:5 mg. per teaspoonful. Their popu- 
i larity both with doctor and patient is 
because Fersamal contains ferrous fuma- 
rate a non-irritant stable compound that 
is remarkably well tolerated; doesn’t lead 
to gastric upsets; doesn’t normally stain 
the teeth and doesn’t constipate. The 
tablets are small and easy to swallow and 
for safety where children are concerned, 
they are not sugar coated. The syrup, how- 
ever, is specially prepared and flavoured to 
appeal to children—it’s the iron tonic with 
the juicy fruity taste. 
Tablets or syrup, Fersamal presents iron 
that is both highly effective and easy to 
take. 


SYRUP 
Tubes of 100 and 1,000. Bottles of 6 A. oa 
Retail prices 3/1lid and 31/8d. Retail price 5/644. 
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FRID 

Technique for the treatment of _ 

stubborn varicose ulcers with (mac 


q = ICHTHOPASTE bandages and 
ELASTOPLAST compression bandages 


Ichthopaste applied to the skin beneath 

Elastoplast permits uninterrupted compression bandaging 
in cases of recalcitrant ulcers requiring 

long-term ambulatory treatment. 


Make three slabs of Ichthopaste about 12 inches long 
by lapping the bandage backwards and forwards to give 
two or three thicknesses. Apply these to the anterior, 
lateral and medial aspeets of the leg. Commencing 
just behind the toes, apply a complete Ichthopaste 
bandage, enclosing the heel and extending to a point 
immediately below the bend of the knee. Allow the 
bandage to follow its own course without 

pleating, and cut where necessary. Recommence 
bandaging to build up a uniform thickness 

of paste. Mould bandage carefully to conform 

evenly to the shape of the leg. 


A complete Elastoplast bandage not less than 3” 
wide is now applied over the Ichthopaste, under firm 
compression from toes to knee including the heel. 


In cases of copiously discharging ulcers and oedema, 
it may be necessary to change the bandage weekly 

; | at first, then at longer intervals as the ulcer 

| dries and the oedema subsides. 


son | 


ELASTOPLAST elastic adhesive bandages B.P.C. 
(porous) provide efficient compression and support, 
while permitting ambulation. 


ICHTHOPASTE Zinc Paste and Ichthammol Ban- 
dages B.P.C. protect the hypersensitive skin and reduce 
oedema. 
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The new electron microscope for rheumatism research in the 
wnt last week at St. Thomas’s Hospital Medical 
School, London. (See page 1265.) 
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The Golden Years 


THE NEXT FIVE YEARS can be the golden years for the nursing 
profession in this country. Between now and 1965 those who 
were born in the highest-ever birth-rate years between 1942 
and 1947 will become 18 and old enough to start their nursing 
training. 

Already nursing takes a large share of school-leavers and 
it may be that the proportions will not alter. But the numbers 
coming into the profession should be greater within the next 
five years; are we ready to receive and welcome them into the 
training schools ? 

During the same five years that these young people will be 
leaving school, the pattern of nurse training will be altering, 
as the proposals of the General Nursing Council for England 
and Wales come into force. From 1962 all trainees for the 
Register, except those in psychiatric hospitals, whose position 
the Minister is keeping under review, will need the equivalent 
of the General Certificate of Education with two passes at O 
level. ‘This should mean that a higher proportion of grammar 
school leavers will be coming into nursing. The prospects for 
them are bright indeed. Are grammar school headmistresses 
fully aware of the openings that nursing offers? Is a close 
liaison kept between schools of nursing and grammar schools ? 

The ladder of promotion in nursing today extends far 
beyond the level envisaged by the man and woman in the 
street. We need the girls who, in the upper forms of schools 
all over the country, are already showing the qualities of 
leadership and character and a sense of service. We need to 
be able to recognize some of these qualities in the preliminary 
training school, not waiting until promotion to senior posts 
has been reached. 

‘Talent spotting’ has not always been a practice in the 
nursing profession. Avenues of professional advancement are 
too often chosen faute de mieux, both by the individuals them- 
selves and by their seniors. Promotion should be planned. 

From trainees for the Register we need to select our future 
ward sisters, our tutors and our matrons; from them also will 
come our health visitors, our occupational health nurses as 
well as nursing officers of the Crown, the prison and colonial 
nursing services. Posts with regional boards and at the 
Ministries, as well as for work study officers, are becoming 
vacant daily for intelligent, well-trained registered nurses. 

We can only harvest the golden years if we are sure we know 
the kind of candidate we wish to attract. We must make our 
selection carefully. Having chosen our candidates, we must 
be alert to see that their capabilities are developed to the full. 
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Nurses’ Staff College 


THE WILLIAM RATHBONE STAFF COLLEGE—a residential 
college, the first of its kind, provides courses to pre- 
pare public health nurses for administration and teach- 
ing. It was officially opened in Liverpool last Friday by 
Princess Alice, Countess of Athlone, president of the 
Queen’s Institute of District Nursing. In paying tribute 
to the Institute for the realization of their plan, the 
Princess said: ‘It seems particularly suitable that this 
new development of the QIDN should be situated in 
Liverpool which gave birth, as it were, to district 
nursing, owing to the wise foresight and initiative of 
Sir William Rathbone 100 years ago.’ In addition to 
the main three-month courses, the college will pro- 
vide courses for hospital nursing staff interested in 
public health, also refresher courses in district nursing 
for assistant nurses. A number of students taking the 
first course, including those from overseas, have been 
seconded by their employing authorities; it is hoped 
that other authorities will follow suit. Some scholarships 
are available. The district 
nurse is more important today 
than ever before, and her 
importance is increasing. This 
was emphasized by Lord 
Cohen of Birkenhead, who 
spoke at a special meeting of 
the QIDN following the open- 
ing of the staff college. 


Distinguished Nurse 
from USA 


WE WELCOME a senior nurse 
administrator from Washing- 
ton just arrived in London on 
a professional visit. She is Mrs. 
‘Polly’ Adams, chief nurse, 
- Division of Nursing Resources, Department of Health, 
Washington, and she hopes to visit hospitals, and to 
meet many British nurses. Our picture shows her dis- 
cussing the programme arranged for her with Miss 
Raven, chief nursing officer, in her office at the 
Ministry of Health. 


GNC for Scotland Elections 


IN THE ELECTIONS to the General Nursing Council for 
Scotland, the following new members were elected. 
To represent general nurses: Miss M. H. Cordiner, 
Miss J. T. Locke, Miss I. T. Beattie, Miss H. H. Conner. 
To represent fever nurses: Miss G. E. Merritt. To 
represent mental nurses and nurses of mental defcc- 
tives: Mr. D. A. MacInnes. To represent nurse tutors: 
Mr. F. Ellis. The following were re-elected: Miss 
M.C. N. Lamb, Miss M. Macnaughton, Miss H. B. Caie, 
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News and Comment 


Miss M. Houliston, Miss M. Macdonald. Miss I. On 
Baird (representing sick children’s nurses) was returned 
unopposed. Nominations will be invited shortly for the 
election to fill two vacancies on the Mental Nurgeg 
Committee of the Council. 


Ministry Medical Appointment 

ON THE FORTHCOMING retirement of Sir John Charles, 
chief medical officer at the Ministry of Health, his 
successor will be Dr. George E. Godber, c.B., px, 


F.R.C.P., D.P.M., a deputy chief medical officer in the 
Ministry of Health since 1950. 


CSS Conference at Portsmouth 


More THAN 40 regional nursing officers attended a 
day conference at Portsmouth on the Central Sterile 
Supply Service. The Wessex dressing technique was 
demonstrated (Nursing Times, 
April 29) and visitors had an 
opportunity of visiting the 
centre where dressings and 
syringes are distributed as far 
afield as Southampton, Win- 
chester and the Isle of Wight. 
This will lead to the eventual 


Princess Margaret during her visi to 
the Louise Margaret Maternity Hospital 
at Aldershot this week. With her ane 
Major Helen Grant, matron, Brigadie 
Dame Helen Gillespie (centre), and 
Captain Dorothy Gatenby—with a pro- 
testing 12-day-old baby daughter of an 
Army corporal. 
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The St. Thomas’s Hospital team, who won the pre-eminence Shield at the 
inter-hospital swimming gala, with Miss R. Hone, principal tutor of the 
Nightingale Training School. 


disappearance of sterilizers in the wards of all hospitals 
in eastern Wessex and a standardization of dressing 
techniques. The most impressive thing about this 
fascinating experiment is the really remarkable econ- 
omy of space, time and money with which it is being 
executed. It is not the Board’s policy to reduce nursing 
establishment as a result of the saving of the nurses’ 
time, but to encourage the nurse to spend more time 
at the bedside with the patient. 


Inter-hospital Swimming Gala 


Miss J. SAMUEL, Olympic competitor for England, 

ve a demonstration of swimming and diving at the 
Inter-hospital Nurses’ Swimming Club gala held in 
London on October 6. A swimmer from St. Bar- 
tholomew’s Hospital made a spectacular start to the 
events by plunging beyond the end of the measuring 
rod. The standard in all the races was high and compe- 
tition was keen. No hospital won more than two of the 
events so the trophies were very evenly shared. St. 
Thomas’s Hospital won the Nursing Mirror Pre-eminence 
Shield. The grand finale was an exhibition of diving, 
serious and comic, by members of the Highgate diving 
club. The awards were presented by Miss L. R. S. 
Titley, matron of St. Charles’ Hospital. Miss Titley’s 
interest in the occasion was shown by her introduction 
this year of a new event, the beginners’ race, so that 
every nurse could have an opportunity to take part. 


Electron Microscope Unit 


THE FIRST ELECTRON MICROSCOPE unit of its kind, for 
research into rheumatism, was opened last week at St. 
Thomas’s Hospital Medical School, London, by Lord 
Astor of Hever. The unit, which cost more than £12,000, 
has been provided by the Empire Rheumatism Council. 
The unit will be available for research workers upon 
arthritis and other forms of rheumatism. The electron 
microscope, which magnifies up to 150,000 times and 
makes possible a study of cells in detail hitherto un- 
known, is expected to do much towards establishing 
the causes of the different kinds of rheumatism. 


FSSN and the New Graded Pension Scheme 


FINAL DECISIONS on certain aspects of the effect of the new 
Government Graded Pension Scheme have yet to be 
reached by the executive committee of the FSSN before a 
memorandum of information and advice can be issued for 
the guidance of FSSN members. 

However, it seems urgently necessary to correct certain 
misapprehensions, apparently founded on recent rumours 
or reports, which are agitating a number of nurses and 
other members and prompting them to ask questions such 
as the following, to which the answers are given. 


1. Will all monies paid into superannuation schemes become frozen 
on the introduction of the new Government scheme? 

No. The Graded Pension Scheme will not affect members’ 
rights in respect of FSSN benefits already earned, nor in 
respect of future benefits which fall to be dealt with under 
FSSN rules. It is only if the employer can ‘contract out’ 
that he has to set aside from the benefits under his own 
scheme an amount sufficient to secure the equivalent of the 
Graded Pension to which the employee has become entitled 
while employed with him; and the set aside part is then 
frozen to be applied in just the same way as if it were the 
Graded Pension itself. 

So far, the general conclusion is that it would be too 
difficult to make the arrangements necessary to enable 


employees to contract out as far as FSSN is concerned. 


2. Will members lose their privilege of choosing to take their FSSN 
benefits as a lump sum in preference to an annuity on retirement if 
they wish? 

No. In respect of all benefits which come under FSSN 
rules, members will retain their existing rights of option as 
to whether they take their FSSN benefits on retirement in 
lump sum or in annuity, or in parts of each, and FSSN 
benefits will be payable irrespective of the age at which 
retirement occurs. 


3. Should members retire now in order to receive their FSSN benefits 
under present conditions before the introduction of the Government 
Graded Pension Scheme next April? 

Definitely no—for the reasons given in Answer 2 above. 


4. What ts the position of members employed by participating institu- 
tions ; and of those who have opted to be subject to FSSN while 
employed in the National Health or Local Authority Service? 

They will continue to be subject to the FSSN. (Certain 
matters in regard to FSSN optants in the National Health 
or Local Authority Service are still under discussion 
between the Scheme and the authorities.) 


1265 
LF 
& 
. On | 
urles, 
» his 
D.M.. | 
the 
th 
‘da 
Tile 
was 
an 
the 
ind 
far 
‘in- 
ht. 


Nursing Times, October 1+, 1966 


MEDICINE 


Cardiac Catheterization 


ROSALIND NAYLOR, S.R.N., Westminster Hospital 


ADIO-OPAQUE CATHETERS were first introduced into 
R the human heart by Forssman in 1929. He dis- 

sected his right forearm and passed the catheter 
into his right atrium. This was done with the idea of 
introducing drugs directly into the heart. 

Cardiac catheterization for the diagnosis of heart 
lesions was developed from this idea comparatively 
recently and began to be used as a recognized investi- 
gation in this country in 1944. Since then new tech- 
niques have been and are being perfected and are now 
of great value in conjunction with the increasing skill 
and ability of the heart surgeons. Many patients who 
would previously have been rejected as candidates for 
operation on clinical findings alone are, when fully 
investigated, found to be suitable. Information is 
gained as to the type, extent, and severity of the defects 
which is of help to the surgeon at the time of 
operation, and which considerably lessens the risk of 
the operation. 

The procedure is carried out in the X-ray depart- 
ment. A special table is needed with movable X-ray 
screen, also angiocardiography equipment. A contin- 
uous electrocardiogram and pressure trace on a cathode 
ray oscilloscope are visible for confirmation of the 
catheter position and condition of the patient. 


Types of Catheter 


Cardiac catheters are made of an inner tube of woven 
nylon with an outer covering of radio-opaque plastic. 
There are two main lengths, 100 cm. and 125 cm. For 
the straightforward catheterization of the right heart 
two main types are used—Cournand, which has a single 
end opening, and Goodale-Lubin, which has the addi- 
tion of two lateral opposed openings close to the distal 
tip; this type of catheter may also be used for angio- 
cardiography. 

For angiocardiography there are various other types, 
such as Lehman, which has a larger inner lumen than 
the previous two, making the catheter less opaque to 
X-ray. However, the wider lumen allows more rapid 
injection of the contrast medium during angiocardio- 
graphy. The presence. of the lateral openings helps to 
prevent recoil of the catheter tip under the force of the 
injected contrast medium. 

The type of catheter used depends on the preference 
of the operator and the type of information needed 
from the catheterization. The catheters are numbered 
from 4 to 14, 4 being the smallest and 14 the largest. 


Cardiac catheterization is carried out in cases of heart 
disease both congenital and acquired. Exploration of 
the heart by means of a radio-opaque catheter with |} 
X-ray guidance can confirm a previous clinical diag- | 
nosis and show if the case is suitable for surgery. 


For angiocardiography best results are achieved by 
using a catheter no smaller than a No. 7. 


Cardiac Catheterization in Children 


In children cardiac catheterization is performed 
mostly in congenital heart diseases. In most cases, 
where the diagnosis is not sufficiently obvious, cardiac 
catheterization is desirable for confirmation of the 
diagnosis and exclusion of the presence of other defects 
or factors contraindicating surgical repair. Extreme 
youth is no bar to this investigation; children as young 
as four weeks have been catheterized with success. 

The child is prepared as for a general anaesthetic. 
Penicillin is given routinely with the premedication and 
for five days afterwards. On arrival in the X-ray de- 
partment the child is placed on the special table, 
electrocardiograph electrodes are strapped in place and 
a light anaesthetic is administered. 


Inserting the Catheter 


The usual method of insertion of the catheter is 
through a horizontal incision in the right groin just 
below Poupart’s ligament. Local anaesthetic of 4-1% 
lignocaine is used. The long saphenous vein or, in very 
tiny babies, the femoral vein is dissected free and secured 
with catgut ligatures. The distal ligature is tied and the 
proximal left loose. A small incision is made in the vein 
and the catheter inserted, the size of the catheter used 
depending on the size of the vein. The catheter is then 
attached to a continuous saline drip (containing he- 
parin) by means of another lead; this unbroken line 
of fluid conducts the pressure to the recording apparatus. 

The catheter is advanced under X-ray guidance up 
the veins to the heart, entering through the inferior 
vena cava and right atrium. During advancing of the 
catheter and exploration of the heart the room is 
necessarily in darkness so that the X-ray screen may 
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Fig. 1. Catheter through an atrial 
splal defect, into left atrium and 
left lung field via pulmonary veins. 


be illuminated. The operator explores the heart with 
the catheter tip and attempts to enter all four chambers 
plus the pulmonary arteries and aorta; the left heart 
may be entered through a patent foramen ovale or a 
septal defect. (Figs. 1 and 2) In each site samples of 
blood are taken for estimation of oxygen content and 
a pressure trace is recorded. 


Oximetry 


The samples of blood—usually not less than 1 ml.— 
are estimated for oxygen content by a colorimetric 
method which can give a result in 40 seconds. The 
oximetry results show the presence of any shunt of 
blood from right to left or vice versa. For example, a 
sudden increase in oxygen content of blood taken from 
the right ventricle, as compared with that taken from 
the right atrium, suggests the presence of a ventricular 
septal defect, with passage of fully oxygenated blood 
from the left ventricle flowing through the defect into 
the right ventricle, owing to the higher pressure in the 
left side of the heart. A high oxygen content in blood 
taken from the left pulmonary artery suggests the 
presence of a patent ductus arteriosus allowing oxygen- 
ated blood from the aorta to return to the pulmonary 
circulation. 


Continuous Pressure Trace 


The continuous pressure trace is used to confirm the 
catheter position in the heart and also to estimate the 
pressure in the chambers of the heart and great vessels. 
A sudden rise in pressure during withdrawal of the 


Fig. 2. Catheter tip in abdomi- 
nal aorta, from right ventricle 
via a patent ductus arteriosus. 
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catheter from the pulmon- 
ary artery to the right 
ventricle suggests a pulmon- 
ary stenosis. Any hyperten- 
sion in the pulmonary cir- 
culation as a complication 
of septal defects can also be 
shown. (Fig. 3.) 


Femoral Artery 
Puncture 


The femoral artery can 
be punctured to obtain 
systemic blood for oximetry ; 
this is to determine the pres- 
ence of a right to left shunt 
of blood. The oxygen satu- 
ration will be less than 
normal owing to the mixing 


the heart or aorta. 
rom the results of these 
tests the operator can decide 
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Fig. 3. Pressure trace of pulmonary stenosis, showing rise in pressure 
on withdrawal of catheter from main pulmonary artery to right ventricle. 


of blood in the left side of 
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whether selective angiocardiography is needed. 


Selective Angiocardiography 


Selective angiocardiography means that the catheter 
is placed in a position in the heart to obtain the best 
result—usually in the outflow tract of the right ven- 
tricle. The catheter is secured in the chosen position and 
the patient moved on the table up to the angiocardio- 
graphy machine. Careful positioning is needed to en- 
sure success. Films are taken in two planes simultaneous- 
ly—antero-posterior and lateral. The patient’s trachea 
is intubated with an endotracheal tube so that spon- 
taneous respirations may be stopped with muscle- 
relaxant injections. This is to enable the angiocardio- 
gram to be taken with respiration held. 

When all is ready the catheter is attached to a special 
pump. This machine forces the required amount of 
contrast medium, previously estimated according to 
body weight, through the catheter at great pressure. 
By using a special pump all contrast medium reaches 
the heart within approximately two seconds. The film 
shows the course taken by the contrast through the 
heart and great vessels, therefore any abnormal tracts 


or openings may be demonstrated. 


The combination of these procedures is usually 
sufficient to establish a diagnosis and plan an operation 


if needed. 


Cardiac Catheterization in Adults 


An adult may be examined by cardiac catheteriza- 
tion for septal defects and patent ductus arteriosus, 
although nowadays these defects are usually picked up 
in school clinics; acquired lesions such as mitral stenosis 
and incompetence, and aortic stenosis and incompe- 
tence resulting from an attack of rheumatic fever. 

As well as catheterization of 
the right heart there are such 
procedures as left ventricular 
puncture, left atrial puncture 
and retrograde arterial catheteri- 
zation for the left heart, as in 
adults the foramen ovale is closed 
and unless there is a septal defect 
there is no way of entry into the 
left heart from the right. 


Catheterization of the Right 
Heart 


In adults catheterization of the 
right heart is carried out under 
local anaesthetic, so that the co- 
operation of the patient can be 
obtained. Providing the proce- 
dure is adequately explained 
beforehand, the patient is usually 
able to co-operate, and with the 
help of a premedication of sodium 
amytal, gr. 3, may even sleep 
throughout the greater part. If 


Fig. 4. Catheter in right pulmonary artery, 
with a left atrial needle in position. 
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an angiocardiogram is to be carried out, the patient eg 
be anaesthetized after the catheterization. In the» 
cases a suitable premedication is given. Apart from the 
fact that angiocardiograms are taken with held respira 
tion, a general anaesthetic is needed as a safeguard 
against collapse due to a large injection of contray 


medium into the circulation. This is fortunately a rage 


occurrence. 

The approach in adults is through an incision in the 
median basilic vein of the right arm, up the veins to the 
superior vena cava, right atrium, ventricle and pulmop. 
ary artery. The skin is anaesthetized with 2° ligno. 
caine and the vein isolated and secured as before 
Oximetry is carried out on blood samples and pressures 
taken in selected sites. While the pressure traces are 
recorded the patient is able to suspend breathing 
temporarily to give an even result without respiratory 
swing. In cases of septal defects the left heart can alg 
be investigated. 


Left Atrial or Suprasternal Puncture 


In cases of aortic coarctation, mitral valve and aortic 


valve lesions, the left heart is obviously the site off 


interest. 

For left atrial or suprasternal puncture, special 
needles are used, 185 mm. long with a bore of 0.4 mm. 
The needle is attached to a three-way connection so that 


a syringe of plain normal saline and a pressure lead 


may also be attached. The patient lies flat, or if liable 


to become breathless, at an angle of 45 degrees with the 


head turned to the left. 

The skin and surrounding tissues are anaesthetized 
and a preliminary puncture made with a cutting edged 
needle. The atrial needle is advanced into the supra- 
sternal notch, behind the sternum, through the aortic 
arch and the pulmonary artery, into the left atrium 
(Fig. 4). During this the electro- 
cardiograph is watched for irreg- 
ularities. 

Pressures can also be taken 
in the aorta and pulmonary 
artery. The pressure traces thus 
obtained from the needle are 
much clearer than those from the 
tip of the catheter which is m 


the force of the circulating blood. 
Surprisingly little discomfort 1 
felt during or after this puncture; 
the patient may hardly be aware 
of the entrance of the needle. 
There are other ways of punc- 
turing the left atrium: with the 
patient prone, a needle can be 
advanced through the back, or 
alternatively (with a broncho 
scope in position) through the 
bronchus. The suprasternal 
method is the one used in this 
hospital and one of the most 
recent methods to be perfected. 
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The needle used for left ven- 
yicular puncture is 18 gauge, 
12.5 cm. long with an inner 
yochar. The patient lies flat. 
After local anaesthetic, the ncedle 
inserted at the apex beat and 
directed upwards and to the 
right, through the chest wall into 
the left ventricle. When the 
needle is in position, small fine 
nylon catheters can be pushed 
via the needle through the aortic 
: are (valve into the aorta, so that a 
hing Jpressure can be recorded as the 
catheter is withdrawn from the 
‘al (aorta through the valve to the 
left ventricle. This is done in 
cases of aortic or sub-aortic 
stenosis so that any drop of 
ressure or variation from the 
jormal records can be seen. If 
4 pressure reading is needed 
from the ventricle only, the 
needle can be directly attached 
o the pressure lead. In cases of mitral stenosis, simul- 
aneous pressures can be recorded from the atrial needle 


7 and ventricular needle, lying on either side of the valve. 
able 
the§Retrograde Arterial Catheterization 
ined In cases of left heart lesions where an angiocardio- 
pra- 
TECHNICAL 
ium 
a First-Aid for Minor Burns 

A NEW FIRST-AID treatment for minor burns is 
ikenBuggested by a general practitioner in an article 


athe British Medical Fournal*. The affected part should 
be immersed in milk immediately after the burn has 
rred. This must be done before serious blister 
ormation has developed. Immersion should continue 
ntil the pain has subsided and there has been a re- 
ion of any rudimentary blister. Where it is not 
possible to immerse the part, milk should be used as a 
old compress. When the part becomes greasy from the 
tin the milk it should be gently wiped with cotton- 
ool and re-immersed. Prompt relief of pain is one of 
ic benefits claimed for this treatment. It is not suitable 
or deep burns or those from electricity or chemicals. 
Willington, F. L. ‘A First-Aid Treatment of Minor Burns’. BM7, 
july 23, 1960, 277. 


Instruction in Psychiatry 


MEDICAL sTUDENTs at The London Hospital are to 
ceive instruction in psychiatry at Claybury Hospital. 
the London Hospital Medical College discussed this 
ost ith the Claybury Hospital Management Committee, 
ed. Bsking that their undergraduates should, in groups of 


Fig. 5. Showing one catheter in right pulmonary 
artery with a second catheter in arch of aorta and left 
ventricle, via a direct femoral artery puncture. 
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gram is a necessary aid to 
diagnosis, a catheter of sufficient 
size cannot be introduced via 
either the atrial or ventricular 
needles. The brachial artery 
can be used for passage of such 
a catheter in a retrograde man- 
ner up the axillary and sub- 
clavian arteries into the arch 
of aorta through the aortic valve 
and into the left ventricle (Fig. 
5). Once in position a selective 
left ventricular angiocardiogram 
can be performed. 


Nursing Care 


After these investigations, pa- 
tients are usually kept in bed 
for 24 hours and routine obser- 
vations of pulse and blood pres- 
sure are noted. 

Apart from some slight bruis- 
ing and soreness around the 
site of insertion of the needle 
or catheter, no after-effects are 
felt. Prophylactic penicillin for all patients is given 
with premedication and for five days afterwards. The 
one or two black silk sutures from the incision are 
removed on the fifth day. 


[I would like to thank Dr. Peter Fleming for his help and 
encouragement in the writing of this article. ] 


ADVANCES 


four, spend periods of two weeks living in at Claybury 
so as to obtain some elementary knowledge of the 
present-day approach to psychiatry in a large hospital 
dealing with mental illness. Claybury HMC have given 
formal approval to the scheme. 


The Board of Control 


THE First Commencement Order made under the 
Mental Health Act came into operation on October 6, 
1959; it enabled patients to be admitted to mental 
hospitals informally, not only without compulsion, but 
without any signing of forms asking to be admitted. 
From that date until the end of 1959, no fewer than 
16,724 patients were admitted in this way. 

This is stated in the 1959 Annual Report of the 
Board of Control. The report also notes a fall during 
the year in the total number of patients in mental 
hospitals, and a further increase in the number of 
voluntary patients admitted. Thus in 88 per cent. of all 
the direct admissions for treatment in 1959, compulsory 
powers were not used. The work of the Board is now 
drawing to a close, its dissolution being envisaged in the 
Mental Health Act. Its quasi-judicial functions will be 
taken over by the new Mental Health Review Tribunals. 
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THE EDITOR has picked my brains again and called her 
leading article The Golden Years; I am merely left to 
cast gloom on the picture before us. Mind you, there is 
not the slightest doubt that the Golden Years are before 
us; the Bulge has been reached. More girls than ever 
before will be reaching the age of starting nurse training 
within the next five years, and if we don’t reap this 
harvest, we shall never have another chance like it in 
our lifetime. 

However, we do need a few facts to go on before we 
can plan ahead. We know for example that 52,571 
student nurses were in training in England and Wales 
and that there were 5,953 pupil assistant nurses on 
March 31, 1959. If the present trend continues (as it 
might reasonably be supposed to if all other things were 
equal) these figures ought to rise slowly but steadily. 

But, dear readers, all other things are far from equal. 
In the first place there will be more school-leavers than 
ever choosing their jobs; this is the golden harvest that 
we should be reaping, so that the figures ought to leap 
up steeply. But will they? Are we doing all we can to 
make nursing the satisfying, happy career the idealistic 
young expect? Nothing will shake my belief that the 
young are as idealistic as ever and have as great a desire 
for service—if only we can capture and hold their wish 
to serve. If we dampen their ardour and frustrate their 
enthusiasm, up will go the wastage curve. They come to 
us fresh and eager both to learn and to serve, and it is 
up to us to keep them like this. 

There are other unequal factors. From 1962 all 
entrants for three parts of the Register must have GCE 
at O level in two subjects, or pass the General Nursing 
Council’s test. It would seem that this must produce a 
reduction in the numbers who will be eligible for train- 
ing for the Register. But what advice are the matrons and 
tutors going to give to those who apply for training and 
who are ineligible? Has each general training school a 
good liaison with a good assistant nurse training school, 
so that the matron and tutor can, with complete confi- 
dence (and without making the applicant feel in any 
way inferior) hand her over to a colleague in another 
hospital ? 

Does each of us know all about assistant nurse train- 
ing? Or do some of us still feel that this is a rather 


Estimated Numbers of People reaching the Age of 18 


YEAR ENGLAND AND WALES SCOTLAND 

Male Female Total Male Female Total 
1960 | 308,000 295,000 603,000 | 38,200 37,100 75,300 
1961 324,000 308,000 632,000 | 39,800 38,500 78,300 
1962 355,000 338,000 693,000 | 40,000 38,500 78,500 
1963 320,000 306,000 626,000 | 36,700 35,200 71,900 
1964 | 391,000 374,000 765,000 | 45,600 43,700 89,300 
1965 | 424,000 405,000 829,000 | 50,300 48,100 98,400 
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TALKING POINT 


inferior grade of nurse? Have we all taken the troyhy 

to find out ? What happens after 1962 will be largely y Fre 
to us. It is no good thinking that a mysterious 

will make matters right. | 

From 1964 the situation will be different again. OphgANDR 
hospitals, or groups of hospitals, with 300 beds will hep Surgeon 
able to accept nurses for training for the general p, 
of the Register. This must mean a change in training 
school patterns. There will be far more group schook 
and schools of the traditional Nightingale pattern wil 
be in the minority. Are we (you and I) thinking along 
these lines? There will obviously be fewer nurses inf | © 
training for the Register and fewer schools. (We wif ~ 
leave for the moment the question of a comprehensive MOV 
training.) the dis 

Having a very slightly statistical turn of mind, I haveg placed 
been trying to find out how many registered tutong graft 
there are working at this moment in England andgobstru 
Wales. The really extraordinary thing is that no ong The 
knows—it is no one’s business to know. The people whog Plastic 
could find out, of course, are the 15 area nurse training tefl 
committees. Statistical information is even scantieg!fom 
about who, or how many people, are training assistant Cc 
nurses. the be 

So the Golden Years are going to set their problemg 0 ' 
for us, as well as presenting us with a rich potentiagP@8° 
harvest. How many candidates shall we get, and who ig@!ery 
going to teach them? The medical auxiliary profesg!t was 
sions, television, teaching and a host of other jobs wil ¥0 d 
also make claims on the school-leavers of the next f 
years. I believe that we can compete with all thes§colje, 
occupations, but we do need to think ahead and t 

lan. 

Perhaps above all we need more tutors; ward sist 
of experience and maturity who, after a teacher’s train 
ing, will be able to enthuse and inspire the young 
entrants and maintain their enthusiasm. Probably 
assistant nurse needs tutors of an even higher calilgj 
than those who will train student nurses, because th 
will need to inspire confidence and security in gil 
who have possibly already suffered the disappointma 
of failing the 11-plus examination. We need work stu@ 
in teaching departments so that the tutors can get'@ 
with their job of teaching, that vitally important ta 
upon which the future of the whole profession proba 
depends. 

Well, what is all this a plea for? First for more ini 
mation so that, as a profession, we can make our pla 
in accordance with the GNC’s training propos i 
Secondly, for far more applicants to come forward 
take the tutors’ course so that our plans can be put mi 
operation. Thirdly, for a recognition by the Minista 
of Health, as well as the General Nursing Council, of 
importance of the teaching department in a hospit 


and education of hospital management committees™ 
the part that the tutor plays. ’ 


WRANG 
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SURGERY 


freeze-dried Arterial Graft 


ll be Surgeon with Charge, Vascular Clinic, St. James’ Hospital, Balham 


3 in bstruction has occurred by thrombosis may be 
. willf > achieved by three methods. First, the clot may be 
nsiveg removed by the operation of disobliteration; secondly, 
the diseased part of the artery may be excised and re- 
have§ placed by some form of artery graft; thirdly, a by-pass 
uton§ graft may be sutured to the artery above and below the 
sndg obstruction leaving the diseased portion in situ. 
: on The graft may be prepared from (1) some form of 
who§ plastic material such as nylon, orlon, terylene, dacron 
nine or teflon; or (2) a homograft, that is, an artery removed 
ntiegirom a cadaver, sterilized and suitably prepared. 
stanty There is still considerable controversy as to which is 
the better method and which is the better form of graft. 
lem@ In the case described by Mr. Foster on 
nti page 1273, a homograft was used from the 
homartery bank at St. James’ Hospital, Balham. 
ofesg [t was removed from the body ofa young man 
gwho died as a result of an accident. 


al Ts RE-ESTABLISHMENT Of arterial continuity when 
0 


hes§ Collecting and Preparing Grafts 


Arterial grafts may either be of plastic material, such 

as nylon or teflon, or they may be taken from arteries 

removed from a human cadaver. The author describes 

how human arteries are obtained and preserved at 

St. James’ Hospital, Balham, where the patient in the 

case study which follows this article was treated and 
nursed. 


suitable donor, a block of tissue is removed in one piece 
from just below the diaphragm to the popliteal fossa 
on each side, containing the aorta, common and 
external iliac, 
femoral and popli- 
teal arteries. This 
is placed in a ster- 
ile jar and covered 
with sterile normal 
saline containing 
one gramme of 


'T The method of collecting and preparing 
steng the grafts for this artery bank is as follows. 
en an autopsy is to be performed on a 


“Air 
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> 


<4 Fig. 1. 


A Fig. 2. The freeze-drying cabinet. 


streptomycin and 
one million units 
of penicillin. The 
tissue is removed 
without any asep- 
tic precautions but 
faecal contamina- 
tion is avoided. 
It is then trans- 
ported rapidly to 
the surgical de- 
partment and, 
again without 
aseptic precau- 
tions, the arteries 
are dissected out 
in one piece, leav- 
ing at least 1 cm. 
of each branch 
attached. They 
are cut to suit- 
able lengths (Fig. 
1) and placed in a 
dry container in a 
deep freeze where 
it is left until the 


The artery cleaned and cut to suitable lengths. 
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time is convenient to undertake the processes of 
sterilizing and freeze-drying. 

We use B-Propiolactone for sterilization and the 
freeze-drying is carried out in a special machine 
manufactured by Edwards High Vacuum Co. of 
Crawley (Fig. 2). 


Sterilization 


The method of sterilization is that described by 
Rains et al. (1956). Each piece of artery is given 
a number, and a diagram is drawn on an index 
card showing 


a7 e | ; ngth, Fig. 4. Freeze-drying, showing 
PO- the phosphorus pentoxide trays. 
sition and ap- 


proximate size 
of the branches. 
This card is filed 
so that it can be 
referred to 
when selecting 
a suitable graft. 

The steriliza- 
tion is carried 
out in Pyrex 
glass tubes of 
suitable length 
and diameter. 
The tubes are 
covered with 
gamgee tissue 
caps tied on 
with tape and 
sterilized by 
dry heat before 
use; this gam- 
gee cover is retained during the whole of the process 
of sterilizing and drying the artery (Fig. 3). 

We use two sizes of tube for storage: 

(a) internal diameter 32 mm. and length 21.5 cm. 

for the aorta; 
(6) internal diameter 15 mm. and length 40 cm. for 
femoral arteries. 


Freezing 


The artery is placed in a tube which is then filled 
with 1% B-Propiolactone and incubated at 37°C. for 
two hours. 

The B-Propiolactone is prepared immediately before 
use by diluting to 10% with ice-cold water and then 
diluting to 1% with 0.2 molar sodium bicarbonate in 
physiological saline. It is done with gloved hands to 
avoid contamination of the skin as B-Propiolactone is 
reported to be carcinogenic. 

After incubation the tubes are removed from the in- 
cubator, the solution poured off and the artery twice 
washed with physiological saline using full aseptic pre- 
cautions to avoid bacteriological contamination. The 
washings are tested bacteriologically to confirm 
sterility. 
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<4 Fig. 3. The 
glass tubes containi 
grafts immersed im 
Propiolactone and 
by gamgee caps ready 
incubation. 


The tube contajp. 
ing the artery | 
then placed in 
freeze-dryer (Fig 
4) where it is fing 
allowed to freeze a 
—30°C. and then 
dried by producing 
a vacuum in fh 
tube by means of, 
vacuum pump ip 
corporated in the 
Edwards apparatus. 
The water as it iste. 
moved is absorbed 
by phosphorus pen- 
toxide contained in 
special trays(Fig. 4), 

This drying p 
cess may take from 
three to seven days dependi 
upon the number of arten 
dried in the batch. The ph 


(3 


phorus pentoxide may need 70H 

be changed two or three times. 

When the arteries are dry, 

tubes are sealed with sterili 

Suba-seal closures, this proc 
being performed with full asept NV 
precautions in a sterile cabi 
under ultra-violet light. mitt 
The air and residual moisture in the tube is finally§ pain 
evacuated through an hypodermic needle piercing the§ abou 
cap and attached by a rubber tube to the vacuum four 
pump. This process also may take several days. beco 
The attainment of a vacuum is tested by a s occu 
electrical apparatus. The Suba-seal cap is then, as ang walk 
extra precaution, covered with paraffin wax and af claw 
Viscap. 
Full details of sterilization and bacteriological testing§ trop! 
are recorded on the index card. The freeze-driedj was 
arteries may be stored anywhere and can be carriedg lowe 


about or sent through the post with complete safety.§ were 


Periodically the vacuum in each tube is tested. pres: 
orde 

narr 
Reconstituting the Graft » 


When a patient needing a graft is admitted, the§ athe 
arteriograms are examined and a suitable graft sf Ai 
selected from the bank. an a 

The surgical site requiring the graft is exposed andj inve 
if there are no contra-indications, the graft is reconst-} disez 
tuted as follows (Fig. 5). start 

(1) The Viscap seal is removed. plen 

(2) The wax top is removed from the Suba-seaj high 


| 
: A 
| 
Peg 
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closure which is cleaned with antiseptic solution. 
(3) The artery is then ‘reconstituted’ by allowing 
normal saline to replace the vacuum in the tube 


Aortic Graft 


JOHN A. FOSTER, Student Nurse, St. James’ Hospital, 


to the vascular clinic from a general hospital. For 

two years he had suffered from severe inter- 
mittent claudication: on walking, a severe cramp-like 
pain occurred in his calf muscles. At first he could walk 
about 100 yards, but this had deteriorated in the last 
four months, and the pain started after 30 yards, 
becoming excruciating after a further 70 yards. No pain 
occurred at rest. After a day’s outing when he had to 
walk a considerable distance, he suffered a severe 
claudication and sought medical advice. 

On examination there were no nutritional lesions or 
trophic changes, but both feet were quite cold and it 
was noticed that no pulsations were present in the 
lower limbs and the femoral pulses were absent. There 
were no anginal symptoms or cyanosis and his blood 
pressure was 120/70 mm.Hg. No other physical dis- 
orders were apparent. An aortogram revealed severe 
narrowing of the lumen from below the renal arteries 
to the bifurcation of the aorta. A diagnosis of aortic 
atherosclerosis was made on November 23. 

At 2 p.m. on December | Mr. A. was admitted for 
an aortic graft or disobliteration. After examination and 
investigations to exclude any respiratory or coronary 
disease, ascorbic acid, 200 mg. three times daily, was 
started at 6 p.m. and the patient encouraged to drink 
plenty of glucose lemon juices, which were given with a 
high caloric, low residue diet. The physiotherapist 


Me A., a company director aged 41, was referred 
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Fig. 5. Reconstituting the graft immediately before use. (In this illustration 
the nurse is holding the non-sterile glass tube. In practice this is held by an 
unscrubbed nurse.) 


(Fig 5). The scrubbed instrument nurse inserts 
through the Suba-seal cap a needle to which is 
attached a length of rubber tubing, the other end 
of which is immersed in a bowl of normal saline. 
Reconstitution takes about 20 minutes. 

(4) The artery is then taken from the tube, all 
branches are tied with fine linen thread, and it is 
then ready to be grafted into the patient. 


[I wish to express my thanks to Mr. Eric Green, theatre super- 
intendent, and Mr. R. J. Parris, F.1.m.t.T., chief laboratory 
technician, for their invaluable co-operation in setting up and 
organizing the artery bank as well as for their assistance in pre- 
paring this article. Also to Miss E. Mason, senior photographer, 
St. James’ Hospital, for the illustrations. ] 
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CASE STUDY 


London, S.W.12 


Aortic atherosclerosis leading to severe intermittent 

claudication—so severe that he could not walk more 

than 30jyards without pain—brought this patient to 

hospital to undergo an operation for aortic graft. Nine 

days after operation he was able to walk 50 yards 

without symptoms, and four days later unlimited 
walking exercises were allowed. 


explained breathing exercises to Mr. A. which he prac- 
tised at frequent intervals. He also became accustomed 
to the oxygen apparatus. Blood grouping and cross- 
matching was carried out, but no pre-operative trans- 
fusion was necessary as his haemoglobin registered 
100 per cent. The patient enjoyed a warm bath at 
8 p.m. after which he slept well without a sedative. 


December 2. During the day Mr. A. was kept active 
within his claudication distance. He did not seem 
unduly worried about his operation, but to allay any 
anxiety amylobarbitone sodium, gr. 3 orally, was given 
at 10 a.m. and 2 p.m.. He enjoyed a visit from the 
chaplain at 3 p.m. The prescribed diet, ascorbic acid 
and glucose juices were taken well and he continued 
practising his breathing exercises. During the afternoon 
the skin from the nipple line to the knees was carefully 
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washed and shaved 
and at 8 p.m. he 
had an enema sa- 
ponis with a good 
result, followed by 
a general bath. 

At 10 p.m. a hyp- 
notic of amylobar- 
bitone sodium; gr. 3, 
was given and he 
settled and slept 
well. 


Operation 

The operation 
took place next day 
at 1l a.m. A long 
left paramedian 
incision was made 
from the xiphister- 
num to the pubis. 
The descending and 
sigmoid colon were 
mobilized and the 
descending and 
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transverse colon A Left: arteriogram taken before operation showing severe narrowing of the lumen. Right: arteriogram after opera- 
together with all the tion showing improved arterial blood supply after the aortic graft. 


small intestine were 
packed off to the 
right in a polythene bag. ‘The abdominal aorta was 
located and cleared, the inferior mesenteric and lumbar 
arteries were ligated. Bulldog clamps were placed on 
the common iliac arteries just below the bifurcation 


V Left: before operation. Right: after operation. 


and an arterial clamp was placed on the aorta just 
below the renal arteries; 2,000 units of heparin were 
injected distally into each iliac artery. Presjure cuffs 
were applied to both thighs so that the products of 
metabolism which 
were stagnating in 
the legs could be 
released into the 
general circulation 
gradually, thus 
preventing a s¢- 
vere fall the 
blood pressure. 
The abdominal 
aorta and common 
iliac arteries be- 
tween these clamps 
were then resected. 

The aorta above 
the site of incision 
and the iliac arter- 
ies below, al- 
though atheroma- 
tous, were reason- 
ably healthy. A 
homologous aortic 
and common iliac 
graft was sutured 
into position with 
continuous _ black 
silk. Clamps were 
removed and _ the 
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t puls:ted well with a slight leakage at the sites of 


anastomo..s, but this leakage ceased after 15 minutes’ 
local packing. The abdominal cavity was reconstructed 
and the peritoneum repaired. The wound was then 
closed in layers with catgut to the peritoneum and 
rectus sheath; braided nylon was used to close the skin 
wound and nylon tension sutures were inserted. No 
drain was necessary. The operation took three and a 
half hours, during which time the lower limbs were 


deprived of their aortic blood supply for one and a half 


hours. Three pints of blood were transfused. After 
operation all pulses in both legs, previously impalpable, 


were present . 


Post-operative Care 


The patient was returned to the ward at 3 p.m. with 
a blood transfusion in progress, and nursed in the left 
lateral position until full recovery from the effects of the 
anaesthetic and primary shock was assured. Pillows 
were gradually introduced as his condition improved 
until a comfortable sitting position was attained. Only 
two blankets were allowed on the bed as it was essential 
that he should not be over-heated, and a cool room 
temperature of 60°F. was maintained day and night. 
At 3 p.m. his blood pressure was 110/76 mm.Hg. and 
pulse 76. By midnight the blood pressure was 140/70 
mm.Hg. and pulse 100 beats a minute. Owing to the 
handling of the bowel during the operation a physio- 
logical ileus occurred and continuous gastric suction was 


started via the Ryle’s tube; an intravenous infusion of 


4.3% glucose in 0.18°%% saline replaced the blood trans- 
fusion. Mr. A. was encouraged to do deep breathing 
exercises and his feet were exposed for continuous 
observation of colour and pulse. Penicillin, 1 million 
units, with streptomycin, 0.5 g., were given by intra- 
muscular injection six-hourly, and papaveretum, gr. 4, 
was given hypodermically at 3.30 p.m. and 7.30 p.m. 
for severe pain. 

Absolute quietness was maintained in the room and 
the patient had the minimum of disturbance. At 11 
p.m. he passed urine of normal appearance, was very 
comfortable, and subsequently slept well until 1.30 a.m. 
when papaveretum, gr. 4, was again given for pain, with 
a good settling effect. 


Satisfactory Progress 


December 4. During his morning blanket bath, Mr. A. 
was encouraged to move his limbs passively, to breathe 
deeply and to expectorate—this latter caused him much 
distress. Papaveretum, gr. $, was given hypodermically, 
at 8.30 a.m. for severe abdominal pain. Mr. A. was 
turned from side to side every four hours to prevent 
chest complications. Particular attention was paid to 
massaging the calf muscles to prevent venous complica- 
tions. As the lung fields were congested, the physio- 
therapist carried out thoracic percussion and also 
supervised the breathing exercises. A specimen of 
sputum was obtained and sent for pathological report, 
but no abnormal bacteria were found. 

The intravenous infusion of glucose saline and the 
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continuous gastric suction were maintained. The fluid 
balance chart revealed satisfactory progress. One of the 
patient’s major discomforts so far was a severe thirst, 
and this was relieved satisfactorily with soda water 
mouthwashes every two hours and frequent oral toilet. 
Apart from essential nursing treatment, he was kept 
quiet to ensure physical and mental rest, and he did 
manage to sleep for short periods. The patient was 
allowed to be visited by his wife at 7 p.m. for 10 min- 
utes. At 8 p.m. papeveretum, gr. }, was given. 


December 5. At 2.15 a.m. Mr. A.’s oral temperature 
registered 102°F. but apart from severe abdominal pain, 
which was relieved by papaveretum, gr. }, there did not 
appear to be anything to create undue anxiety about 
his condition and he had a comfortable night. ‘The 
respiratory congestion began to subside. A blood speci- 
men, taken for laboratory testing, revealed a good 
haemoglobin content. The intravenous infusion was 
continued and the continuous gastric suction produced 
a large quantity of gastric residue. As yet there was no 
return of peristalsis, but satisfactory progress was made 
and he was somewhat stronger than the previous day. 
At 10 p.m. he was apyrexial and, after papaveretum, 
gr. 4, was given at || p.m., he settled and slept well all 
night. 


Light Diet 


December 6. From his awakening Mr. A. was bright, 
alert and eager to converse with the staff. The respi- 
ratory congestion was relieved and his general con- 
dition continued to improve. The intravenous infusion 
was discontinued as adequate peristalsis had returned. 
Gastric aspirations every four hours replaced the con- 


tinuous suction and little residue was produced. Sips of 


water were given with ice to suck, which were greatly 
appreciated by the patient. At 10 p.m. a low pyrexia 
was recorded, but the progress continued satisfactorily 
and papaveretum, gr. 4, was again given. 


December 7. The patient continued to make satisfac- 
tory progress, and was most co-operative with his daily 
physiotherapy and breathing exercises. The Ryle’s tube 
was removed at 10 a.m. and he was allowed to drink 
6 oz. of plain water over a given period of three hours. 
This was repeated during the afternoon. At 2 p.m. an 
enema saponis was administered with a small faecal 
result, and he discussed the possibility of something to 
eat that evening. Up till now Mr. A. had been uninter- 
ested in any occupational therapy, but he began to 
read books from the hospital library and took a great 
interest in his environment. Six oz. of milk was given at 
4 p.m. as a preliminary to a light diet, and at 6 p.m. 
a cup of milky tea and two pieces of bread and butter 
were allowed, which the patient enjoyed immensely. 
His pulse, temperature and blood pressure remained 
normal throughout the day, and at 10 p.m. butobarbi- 
tone, gr. 3, was ordered and given and he slept well all 
night. 


December 8. During the morning Mr. A. was allowed 
to wash his face and hands and clean his teeth unaided 
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Psychology Applied to Nursing and Nursing 

Emotionally Disturbed Patients, by Doreen Weddell, 

S.R.N., 8.C.M., 2s. 3d. each (by post 2s. 7d. each). Reprints 

may be obtained from the Manager, Nursing Times, 

Macmillan and Co. Ltd., St. Martin’s Street, London, 
W.C.2. 


for the first time, but the highlight of the day was that 
he sat out of bed into a chair during the afternoon for 
S0 minutes, during which time his condition was per- 
fectly satisfactory. Soup, minced chicken and vegetable 
purée were added to his diet, which was supplemented 
by vitamin tablets. The course of penicillin and strepto- 
mycin was completed, and at 2 p.m. he had a spontan- 
cous bowel action. A smaller dose of butobarbitone, 
gr. 14, was given at 10 p.m. and he had a good night. 


December 9. This was a very satisfactory day—his 
towels functioned well and he enjoyed his light diet. 
He sat out of bed in the morning for an hour and again 
in the afternoon. His weight was 12 st. and his strength 
continued to improve. He settled comfortably at 9 p.m. 
and slept well all night without a sedative. 


December 10. The good progress was maintained and 
in the morning, with the help of a nurse, Mr. A. enjoyed 
a general bath. He also felt well enough to remain in a 
chair for four hours. A low cholesterol diet was started, 
and its object was explained to the patient. After a 
Horlicks drink at 10 p.m. the patient slept well. 


December 11. During the morning the skin sutures 
were removed, and the wound was perfectly satisfac- 
tory. Walking exercises were started in the ward and 
he was able to get himself into and out of bed. 


December 12. Progressive ambulation continued and 
he was now able to walk 50 yards without any symp- 
toms of claudication. He felt very well indeed, and all 
observations suggested that the operation was successful. 
The patient, previously a heavy smoker, was now 
allowed to smoke one cigarette a day. 


December 13. Alternate tension sutures were removed 


and walking exercises extended to 100 yards with satis- 
factory results. 


December 14. The remaining tension sutures were 
removed; the wound had healed completely. Pro- 
gressive walking exercises were encouraged. 


On December 17 the patient was discharged to the 
care of Poole General Hospital. He was advised to live 
a moderate life, to follow a low cholesterol diet and to 
drink whisky in moderation for its vasodilatory effect, 
but not to have any other form of alcohol. 


[I would like to thank Mr. A. M. Desmond, F.R.c.s., for giving 
his permission to write this case history, and also for his kindness 
in allowing photographs to be reproduced. I am also indebted to 
Miss D. Morris, matron, Sister Sutton, ward sister, and Miss B. 
Taylor, principal sister tutor, for their kind help in the preparation 
of this article. ] 
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Dual Training at Bangour, 
West Lothian 


(see pictures opposite) 


WARTIME IMPROVISATION paved the way for a forward. 
looking experiment in nurse training at Bangour, Weg 
Lothian. During the Second World War, patients wer 
evacuated from Bangour Village Hospital, the 1,056 
bed mental hospital (when it opened in 1906, it was 
one of the most modern hospitals in Britain) and jt 
became an emergency hospital to treat the physically 
sick and injured. 

An extension increased the number of beds to over 
2,000. When the war ended, the original Village Hos. 
pital reverted to its function of treating the mentally 
ill, but the extension became Bangour General Hos. 
pital, with a bed complement of 650. Now it contains, 
as well as general medical and surgical beds, units 
for neurological, plastic and maxillo-facial surgery, a 
burns unit, a pneumoconiosis research unit, and 
ophthalmic and chest units. 

The varied experience available at the General Hos- 
pital led to the establishment of a training school for 
nurses there in 1950. In addition, post-registration 


courses were organized in some of the special units. 

However, the situation of the two hospitals in the 
same grounds was an opportunity not to be missed. A 
dual training scheme in general and psychiatric nursing 
was launched on an experimental basis in September 
1958. The students are in training for four years, the 
preliminary State examination is taken at the end of 
the first year, the final examination for the certificate 
of the student’s first choice at the end of three years, 
and the second certificate at the end of four years. The 
student is not admitted to either register until she has 
been successful in both examinations. 

The block system of training is operated, and stu- 
dents taking the combined course join the students 
taking the single courses in the classroom. ‘Teaching 
has been streamlined to eliminate overlapping. The 
practical experience has been arranged to give all 
students some bedside nursing experience in the general 
hospital before taking the preliminary examination. 

The Scottish Higher Leaving Certificate, or its equi 
valent, is the standard sect for candidates for the dual 
training. 


‘I BELIEVE there is no procedure which could not be im- 
proved by abandoning the use of bowls and gallipots, and 
their presence on a trolley is a sign of bad practice. Dressings 
should be used from individual packs, antiseptics from drop 
bottles or sprays, injections from ampoules or multi-dose 
containers—swabbed clean, not dipped into gallipots. Water 
and saline should be dispensed in small sterile bottles, which 
are used once only, and dirty dressings should be discarded 
into dispensable paper bags, not into bowls.’ 

Dr. G. BEHR, ina letter to The Lancet, September 17, 1960. 
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"Above left: student nurses in the grounds of Bangour 
‘ Village Hospital. 


Above: a clinical lecture in the women’s admission | 
ward. 


Left: in the classroom. 


Above right: private study at Bangour General Hospital. 
ich Above: in the practical classroom. 
led Right: a clinical demonstration. 


°° | BANGOUR GENERAL HOSPITAL 
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SO THAT THE EDUCATION Of children suflering from 
long-term illnesses will not suffer, the Canadian 
Red Cross Memorial Hospital at Taplow, Buck- 
inghamshire, whose research unit is famous for its 
work in juvenile rheumatism, runs a school for its 
patients. The teachers do their best to see that 
their pupils return to normal school without ad- 
ditional educational handicaps because of their 
absence. Some youngsters who have, from neces- 
sity, had almost all their education in hospital, on 
discharge have qualified for entrance to a gram- 
mar school. At the moment a patient is studying 
chemistry, physics and mathematics for the GCE 
A level. 

As well as the usual school subjects, shorthand, 
sewing, typing, and even Braille are taught. There 
is an aviary and a librarv. 
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NURSING TECHNIQUES 
J. Female Catheterization 
Wi 
vulva 
Usi 
Wi 
HE FIRST STEP in catheterization of a female patient 1 Bf genth 
7 ie to don a mask. Then prepare: Catheterization should be avoided wherever possible. N. 
- For female patients the method described in the 7 
° as ‘Nursing Times’ of May 20, 1960, is often an acceptable I 
: Sterile Requirements alternative. When catheterization is necessary, this is sight 
Tray containing the method recommended for use in New Zealand 
Bowls—one large containing catheter packet, one nurse training schools. It is reprinted from the ‘New WI 
- small for antiseptic, and cover bowls. Zealand Nursing Journal’ by permission of the editor, and 
— Kidney trays—one large for catheters, one small for Re 
7 forceps, and cover trays. 
Iwo dressing forceps. fort—with windows and hot water bag. 3. That the 
| Catheters—two or three, No. 7 or 8. bed is protected by a macintosh. A 
a Arrange the patient in a dorsal position, removing n 
7 Additional Equipment air rings, bedcradle, pillows, etc. 
- Ask the patient to move towards right side of bed 
fs Mask and slightly flex her knees. AN A 
Bedguard Fold bedclothes down to knee level. devic 
Paper bag Roll nightdress over hips. be lor 
Safety pin Place bedguard under buttocks. unloa 
Sterile specimen bottle, labelled Place flannelette sheet over the patient’s chest and J issue 
) Measuring jug loosely extending to her knees. Th 
Good light Pin paper bag to side of bed. ing a 
Glove for left hand If light is necessary, place in position. suspe 
A pillow placed in the small of the back may help a § indey 
Preparations potentially difficult procedure. whee 
Remove cover bowls to tray alongside. seque 
Make an adequate explanation to the patient. lance 
Bring equipment on a trolley to bedside on the yg einog that 
patient’s right side. : loadi 
Ensure: 1. Privacy with screen and blinds. 2. Com- Don the left hand glove. crew. 
Wash hands. parti 
up to waist—the patient may be able to § hospi 
do this. patie 
Undo catheter packet and remove § trans 
wrapper to cover bowl. toa 
Thoroughly cleanse the area, swabbing § origi 
from above downwards so that any dis- J visag 
charge present may be wiped from the § ofan 
urethral orifice. A 
First swab down midline and then down § whee 
either side using each swab once only and § vehi 


discarding into paper bag. drive 
Discard forceps. redu 
Arrange sterile dressing sheets, one § quiet 

across the pubes and one over each § pens 

thigh. smoc 
Place swab over vaginal orifice. 


Sterile trolley for catheterization of a female patient. 


; 
| 


ES 


Nursing Times, October 14, 1960 


A regular order with your newsagent will make sure 
of your personal copy of the NURSING TIMES. 


Place large kidney tray below vulva. 

With clean forceps transfer catheter to tray below the 
vulva. 

Using gloved finger of left hand, separate the labia. 

With forceps grasp catheter 2 in. from the eyelet and 

ntly insert catheter into urethra until urine flows. 

N.B.—If the catheter is contaminated during inser- 
tion it must be discarded and a fresh one used. 

If urine does not flow freely withdraw catheter 
lightly. 

Collect a specimen directly into the bottle if required. 

When urine ceases to flow compress end of catheter 
and withdraw. 

Remove swab from entrance to vagina. 
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Dry area thoroughly with swabs using the same 
method as in cleaning labia. 

Turn on side to dry perineal area if necessary. 

Return equipment to tray. 


End of Procedure 


Cover the patient, make her comfortable, remove 
screen. 

Wash hands. 

Measure urine and record. 

Record and report immediately to the nurse-in- 
charge any abnormalities found. 

Arrange dispatch of specimen. 

Routine after-care of equipment. 

Wash hands thoroughly after handling used equip- 
ment. 


Equipment set up for the Nursing Times by student nurses of 
WANSTEAD HOSPITAL, London, by kind permission of 
the matron and principal tutor. 


An Ambulance Designed for Patient and Crew 


AN AMBULANCE DESIGN which includes a 
device to allow the body of the vehicle to 
be lowered to ground level for loading and 
unloading is described in the September 
issue Of Public Health. 

The method adopted is to build a lower- 
ing and heightening mechanism into the 


suspension ‘leg’ on which each wheel is 
independently sprung. There is front- 
wheel drive, and no rear axle. Con- 
sequently it is possible to rest the ambu- 
lance floor on the ground. It is claimed 
that not only would this mean smoother 
loading and unloading for patient and 
crew, but that a vehicle of this type would 


particularly facilitate the use of trolleys, 
which could be standardized between the 


hospital and ambulance services. Once the The proposed new design of ambulance with suspension height- 
adjusting mechanism. Front and back wheels are pivoted on 
trailing links so that they can pivot upwards into the body, the 
floor therefore coming to rest on the ground as in diagram below. 


patient was loaded on the ambulance, his 
transfer to casualty department and thence 
to a ward would be carried out on the 
original trolley and stretcher. This en- 
visages, of course, a ‘one for one’ exchange 
of ambulance and hospital trolleys. 

A locking device would ensure that the 
wheel ‘legs’ remained extended while the 
vehicle was running. The front-wheel 
drive would have the further advantage of 


[Illustrations 
produced by kind 
permission of the 
author and the 
Society of Medical 
Officers of Health. } 


reducing transmission noise and giving a 
quieter ride, while the independent sus- 
pension of all four wheels would mean a 
smoother ride. 


Boruweit, P. W. (1960). Public Health, 
September, 1960, p. 459. 
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PSYCHIATRIC NURSE TRAINING 


‘I Feel Pm Doing Nothing’ 


R. bk. BRAI, S.RN., R.M.N., Principal Tutor, 


and T. FE. BIRD, S.R.N., R.M.N., D.N., Assistant Tutor, Tone Vale Hospital, Taunton 


psychiatric hospitals to find a new nurse, who began 

her training with great cnthusiasm only a few weeks 
before, idle, apathetic and bored among a roomful 
of patients. If she is asked her opinion of her work she 
will say ‘I feel I am doing nothing’, or ‘I would rather 
be in a ward where there is more nursing.’ To her (and 
I fear to many more experienced nurses) nursing is a 
purely practical occupation of ‘doing things’ for 
patients. 

Most new members of the staff and most visitors are 
surprised, on visiting a psychiatric hospital, to find that 
not all of the patients are in bed, and usually assume 
that the up-patient is ‘convalescent’ or ‘not getting any 
real treatment’, by analogy with general hospitals. ‘This 
of course is nonsense. Ian Scottowe in his book* has said 
‘The most important thing a mental hospital can do 
which a general hospital cannot do, is psychiatric 
nursing—the understanding handling of the mentally 
and nervously disabled.’ 


HAS LONG been the experience of senior nurses in 


Normal Atmosphere 


Apart from those patients with physical disease, or 
infirmity due to age, few patients need brief intensive 
physical treatment in bed and the remainder are much 
better if employed in an atmosphere more nearly 
adjusted to their normal life. The administrative 
structure should be such that they can move about 
freely, play games, work, relax, dig the garden or chat 
with friends in an unrepressive atmosphere. The nearer 
that life in a psychiatric hospital can approach to that 
of a healthy civilized society the more optimistic will 
be the attitudes reflected by it. It must in fact be a 
therapeutic community and the nurse, by her member- 
ship of it—not as a spectator—will play a great part in 
its efficiency. 

Too often we forget that the traditional ‘hospital 
atmosphere’ is as false to the patient as a representation 
of life in a foreign country would be. She is in the com- 
munity but not of it. She cannot communicate her needs 
and she feels that she is misunderstood. Customs exist 
around her that she neither understands nor conforms 
to. Only the nurse can provide the familiar link with 
reality. 

The psychiatric hospital is like any other community. 
The nurse is responsible for the total care of the patient 
and the mentally ill can suffer illness or injury in the 


**4 Mental Health Handbook’, Ian Scottowe. Arnold. 


‘Doing nothing?’ The nurse new to a psychiatric 
hospital may feel just that. But while she is listening, 
talking, observing, she is also helping and caring —not 
‘at the bedside’, but with and for the patient. 


| 


same ways that the normal person can. In any com- 
munity the proportion of physically ill people js 
approximately two per cent. A check carried out in this 
hospital gave the following figures: 


Total Patients Confined to Bed 
Male .. 374 10 
Female 506 18 
Totals 880 28 


This gives a percentage of 3.18 per cent. only who are 
confined to bed, and need full physical nursing care. 
Most of the physical care of the sick patient—basic 
nursing procedures, blanket-bathing, prevention of 
pressure sores, bedmaking, feeding patients in bed and 
so on—will be a very minor part of the work of a psychia- 
tric nurse. It is very necessary that she should be 
capable of looking after the physical needs of the patient 
when required but it will not be the main occupation 
of her day. 


Aim of Nursing 


What then is the aim of nursing in the psychiatric 
hospital? It is the production of an enlightened 
environment, optimistic in outlook for the recovery ol 
the patient, where all ward management is devised to 
supply the particular needs of the patient. Among these 
most vital needs are encouragement and moral support 
in her own efforts to return as a useful member to the 
community from which she came. This can best be 
provided by the nurse if she represents to the patient a 
sane, stable, friendly figure who accepts the patient's 
behaviour without making moral judgements on it, 
who can talk or listen as the mood demands, and who 
can shelter her from the difficulties and dangers of her 
own world. 

Talking and listening to patients is an art in itself. 
Listening is a passive role, difficult to maintain. It is 
difficult not to believe that time is being wasted and to 
feel guilty about it or impatient. The nurse must 
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therefore realize that she is not herself involved in the 
sentiments expressed—that she is not expected to pro- 
vide the answers to the problems posed, but merely to 
be a friendly recipient of the patient’s thoughts. It is 
the attitude of the patient towards her that is important. 
She must, however, show interest and respond to the 
feeling being communicated, letting the ideas flow from 
the patient. She must not impose her own will on the 
flow of conversation. She should learn when to steer the 
conversation away from stressful subjects or tense, 
embarrassing situations, but should not unnecessarily 
interrupt. ‘Talking must be ‘talking with’ and not 
‘talking to’ a patient or a group. The subject of conver- 
sation is less important than the social atmosphere 
surrounding it. Our Georgian and Victorian ancestors 
valued ‘tea and conversation’ as a social relaxation, 
with formal rules, fine shades of meaning and the com- 
munication of more ideas than were carried in the 
words. This should be the aim of the nurse, to play ball 
with words. It requires effort and practice like any 
other skill. 

The mere presence of a nurse will prevent loneliness, 
that feeling of being cut off from society. A patient, 
now discharged and well, has said to me ‘Even when I 
was ill I felt conscious of being in a world of lunatics.’ 
The nurse must provide that protective circle which 
accepts eccentricity, violence, aggression or the misery 
of depression as only a variation from the normal, and 
she must not let these manifestations disrupt the pro- 
tective circle. Sometimes aggression must be steered 
into less dangerous channels, or eccentric habits dis- 
couraged for hygienic reasons, but sanctions must not 
be applied to the patient, nor the attitude of the nurse 
altered by her unsocial behaviour. 


Protection 


Protection is itself a major task. In any psychiatric 
hospital emergencies are just around the corner. Most 
patients are potentially suicidal, the depressed ones 
always. The old confused patient needs constant care 
to prevent his falling into the trouble he is incapable of 
avoiding. The subnormal patient lacks responsibility 
and the nurse must provide it. Many patients would be 
incapable of survival without the constant watchful 
care of the nurse. This ‘watching’ must not be obvious 
and it must not confine the activities of the group, nor 
occupy the sole attention of the nurse. She must, how- 
ever, remain aware of its constant necessity. 


Occupation 


A particular aspect of the work of the nurse is the 
occupation of the patient. It is still far too common a 
sight to see patients sitting idle, alone, concerned only 
with the phantasies of their minds. Occupation does not 
necessarily involve the manufacture of baskets, or 
embroidery or knitting. Talking together, walking, 
playing games, reading or writing letters, are all useful 
occupations which can be encouraged and arranged 
by the nurse in the group. 

The nurse must not only show sympathy for the 
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unfortunate state of the patient, but empathy—put her- 
self in the patient’s situation. Would she be prepared to 
pass an aimless,,unoccupied day, with no useful work, 
companionship or recreation? Would she not also 
revert to phantasy to fill the empty spaces of her mind ? 
Let her therefore develop a better philosophy. The 
satisfaction that we all seek from our work can be hers 
if she will be satisfied to communicate more closely with 
the patient, enter into her life and thoughts and raise 
her morale. It is easy to obtain this satisfaction from the 
material care of the physically ill, but much harder to 
become mature enough to see the real needs of the 
mentally ill and to fulfil them. 


IT HAS BEEN SAID... 


It was comforting to think that while politicians screamed 
at each other, groups of professional men and women could 
meet together for the benefit of child health. We were still 
trying to run schools, hospitals and public services too 
cheaply, and because those employed there were dedicated 
workers, it was easy to fob them off. But this was a short- 
term policy. The best brains of the universities, though it 
had been shown that they would prefer this type of career 
if the pay had been satisfactory, were having to consider 
financial rewards and choose other careers. 


Miss Hilda Smith, president, Halifax Branch, Royal 
College of Nursing, and a school teacher, at a 
meeting of Halifax District Nursing Association. 


‘LACK OF sympathetic understanding on the part of nurses, 
doctors, and officials is the chief cause of all such difficulties. 
These people regard a patient as “a wonderful pneumonia”’ 
instead of a human being feeling ill, dazed and probably 
frightened. 

‘National Health Service officials of all grades must be 
made to realize that patients and their friends and relatives 
are usually reasonably intelligent people. Even though 
some of them may not be so, kindness, courtesy, and a simple 
explanation of their disability or illness in question is surely 
their due. 

‘Shortage of educated nurses, with true vocation, is 
another stumbling block in the NHS. Because of this 
shortage, and particularly in the smaller suburban and 
country town hospitals, uneducated, and practically un- 
trained, girls are given responsibility before they are ready 
for it, while the really good nurses are run off their feet 
and cannot give the personal attention to all their patients 
that they would like to do. 

‘If the NHS is to be really great, some return to the 
spirit of the voluntary days is essential; with better pay for 
nurses and an all-out campaign to secure only the best. 
Also a thorough “slapping down” of the petty Jacks-in- 
Office.’ 


From ‘A Cup of No Kindness’, by a 
Correspondent, The Times, September 29. 
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Letters to the Editor 


SATISFACTION ON THE 
DISTRICT 


Mapam.—Many of the points raised 
by Wrangler in the Nursing Times of 
October 7 are so true. Most of us are 
S.R.N., S.C.M., and Queen’s District 
trained, and often have more certifi- 
cates and years of experience than the 
hospital ward sister, yet we prefer the, 
shall I say, ‘freedom’ of the district. 

Officially we are titled ‘nursing 
sisters’ but the patients are happier 
calling us ‘nurse’. After all unless you 
are a nurse in name and fact, you 
cannot, or should I say should not, 
be worthy of a higher title, and 
although ‘sister’ is a sign of authority 
in hospital, I would not go back to the 
administrative field for all the higher 
salary and shorter hours they can 
offer. 

Good colleagues to help and be 
helped when either has a too-heavy 
work list, a home and fireside of your 
own to be in, when waiting on call, 
often six consecutive days and nights 
with a 24-hour break each week. Good 
relationships with your local doctors, 
with whom you can work well, and 
an urgent call is treated as an SOS 
because they know they are not called 
unless really needed. 

Oh, it’s a grand life, tiring at times 
but after over 20 years I wouldn’t 
change it; but I smile to myself when 
a junior pro., I beg her pardon, 
student, treats me as a junior pro. when 
I take a patient to the hospital for 
admission. 

It is satisfying, and rewarding be- 
cause I nurse my patients myself, 
watching their progress, my babes 
grow, and go to school, and I help the 
last weeks of those who cannot be 
healed. 

No, I wouldn’t change, but hope to 
go on till retirement and contentment. 

Happy District Nurse/Mipwire. 
Waltham Abbey. 


* * * 


Mapam.—I would like to say thank 
you to Wrangler for some of her sug- 
gested reasons why district nursing 
should appear to be so satisfying. I 
sup for some of us who like people, 
we have the unique opportunity of get- 
ting to know our patients much more 
as ‘whole’ people, and often see them 
in their family units. 


Our work must be teamwork with 
other members of the public health 
field and social workers. The im- 
mensely useful lessons I was taught as a 
staff nurse nearly 20 years ago by 
an excellent ward sister, still flash 
through my mind—for example, the 
good liaison with the almoner, and 
great respect for the head porter and 
his staff. It paid dividends. 

I almost challenge one remark. 
‘Perhaps they acknowledge the fact 
that their over-all responsibility is 
rather less than that of the average 
ward sister’. It is a different sort of 
responsibility isn’t it? I would agree 
that there are not likely to be 20-30 
acutely ill patients at a time on one 
nurse’s district, either in a rural area 
or in a city, as there would be in a 
ward for acute patients. Here I would 
like to say I have the greatest admira- 
tion for ward sisters who need so much 
technical knowledge as well as nursing 
skill in these days of advanced medi- 
cine and surgery. I do remember, 
however, a professor lecturing to a 
group of doctors studying for the 
D.P.H., health visitor tutor students 
and district nurse tutor students, 
saying that he considered a district 
nurse in a rural area was the doctor’s 
assistant practitioner. 

I think the nature of our work calls 
for alertness at all times, between our 
nursing chronic sick patients and our 
endeavour to rehabilitate. Our obser- 
vations of the patients between the 
general practitioner’s visits often assists 
with diagnosis. 

We must rise to the emergency. On 
one unique occasion when a doctor 
commenced an intravenous glucose 
saline drip as the last resort for a 
patient with uraemia, it called for 
much co-operation from the district 
nursing staff to give adequate atten- 
tion over a period of 48 hours, when 
unfortunately it ceased to be of any 


I think we would derive a sense of 
achievement if we taught the ambassa- 
dor to administer his own insulin! 

I feel too that the district nurse 
requires other skills; to mention only 
two, map reading and a high standard 
of driving, either in city traffic in rush 
hours, or the hazards met in the 
country in all weathers. 

E. M. FREEMAN. 


Birmingham. 


TRANSATLANTIC NURSING 


Mapam.—I have just read ‘Floreat 
Anglia’s’ letter in your issue of October 
7 and hasten to endorse every word 
she says. 

Since visiting North America some 
years ago I have watched, with 
mounting anxiety, the acceptance by 
British nursing of ‘the philosophies, 
objectives and creeds’ of the American 
system—all in the name of progres, 

Is it really progress to produce a 
nurse who is in fact a technician, with 
little or no experience of actual day. 
to-day bedside nursing, and who is 
quite happy to leave the care of the 
sick to the unskilled and unqualified? 

OLD-FASHIONED, 


THE COMMON AIM 


Mapam.—After reading the edi- 
torial in the Nursing Times of October 
7, 1 am prompted to make the follow- 
ing comments. 

The winds of change are apparently 
and steadily blowing through the 
hospital world, but will the wind be 
strong enough to reach all hospitals, 
including the smaller hospitals on the 
fringe and in the backwaters, far re- 
moved from the swiftly moving stream 
of the training and teaching hospitals 
who are now receiving most of the 
blast. 

A crying need is felt for some 
arrangement by which all these ad- 
vances and changes are made known 
to all. Ward sisters and senior nurses 
from smaller hospitals cannot usually 
be spared to attend courses to keep 
abreast with current changes and 
latest methods. 

With hospital administration great 
care is taken that all the edicts of the 
Ministry percolate to the smallest 
hospital—especially on expenditure 
and economy which has become 4 
deterrent and bugbear to the nurse— 
but not so with the advances and 
changes in the nursing world which 
affect the patient and the nurses 
themselves 

Take, for example, the medical pro- 
fession, which loses no time in pre 
senting the latest forms of treatment. 
Doctors have them at their fingertips 
in no time at all; not so with nursing, 
there appears to be no co-ordination 
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or lines of communication. One reads 
of proposed changes, etc., etc., but 
they never seem to be ws into opera- 
tion, they are never ‘officially blessed’, 
never presented for adoption. 

We are indeed greatly indebted to 
the nursing journals and their con- 
stant presentation of new angles and 
new methods, also their publications 
of digests of reports, etc. If it were not 
for these one would never feel the 
breath of a change, let alone the wind. 

I have often heard nurses say ‘No 
one ever explains anything.’ 

By all means let us have action, 
exchange of knowledge and ideas and 
discussion, but please let someone 
organize something to enable all 
nurses to learn and progress in every 
hospital. 

Why not monthly or quarterly 
bulletins for the notice boards? 

Or perhaps the Matrons’ Association 
could inform us which way the winds 
of change are blowing. 

S. J. W. BARROW, S.R.N., B.T.A. 
Poole, Dorset. 


‘CLEANSING ENEMA’ 


MapaM.—In ‘Cleansing Enema’, 
the fifth article on Nursing Tech- 
niques (Nursing Times, September 30), 
although the patient is otherwise well 
prepared, no mention is made of 
emptying the bladder. 

‘Close the windows, screen the bed, 
tell the patient what you are going to 
do’, is the war cry of every examina- 
tion candidate. 

It does seem a pity that an import- 
ant practical point which should be 
included whenever a patient is pre- 
pared for an enema, and might well 
be added to the war cry, is completely 
ignored. 


Loughton. 


M. E. BROADLEY, S.R.N. 


SUPPORTING THE STUDENT 
Mapam.—A student does indeed 


need someone to turn to in times of 
stress and incidental phenomena; 
after all we are only human (see page 
1182, Nursing Times, September 23). 

A female with infinite calm, quiet 
charm, sympathy, loyalty, understand- 
ing, compassion, young at heart, 
secure, Christian esteem, natural, re- 
volutionarily and progressively mind- 
ed, a friend and exceptionally fair 
philosopher, will in my opinion fulfil 
the demands of the person whom we 
are seeking. Someone who would know 
when to apply the outdated quotation 
‘When I was a probationer.’ Some- 


one who would offer reason without 
contempt, support when due, satis- 
faction always, and unselfish example- 
teaching qualities. 

Perhaps you are thinking this is a 
great deal to expect from any indi- 
vidual—then please remember—the 
above mentioned are only a few of the 
expectations of the student herself. 

Someone belonging to the hospital 
team, to relieve matron who will listen 
and who never complains, but has to 
spend quite a percentage of her time 
at outside activities as a professional 
representative, at conferences, meet- 
ings, discussions, etc., etc., for our 
benefit. 

While it is the principle of many of 
us to fight our own battles and to 


' stimulate our own initiative, it is 


nevertheless a relief to ‘get it off one’s 
chest’ sometimes, and when we do this 
maybe we go to the wrong person, or 
maybe we do not go at all but, instead, 
repress this unhealthy, internecine 
material. 

As for enough time spared by ma- 
tron and ward sister—has there ever 
been ? With the pathetic, constant cry 
of shortage of nurses, especially quali- 
fied—is there likely to be? 

ANGELINE S. Isaac. 
Woodbridge, 


Suffolk. 


GOWN DRILL 


Mapam.—lIn reply to Mr. Tait’s 
letter in last week’s issue, I wish to 
point out that in this training school 
student nurses are instructed during 
the introductory course, in ‘gown drill’ 
for the handling of bedpans, and this 
is practised as routine in all the wards 
without difficulty. The protective 
gowns which are red are kept in the 
ward annexes, and are used solely for 
this purpose. This measure serves to 
remind the students constantly of the 
potential dangers associated with the 
handling of bedpans. 

I wonder if Mr. Tait would eluci- 
date one sentence in his letter i.e. ‘One 
could not wear such a gown in the ward 
where the bedpan is also handled.’ 

Surely, this practice, aimed at re- 
ducing the incidence of cross-infection 
in this hospital, if efficiently carried 
out, cannot be regarded as outmoded. 

Miriam A, 
Principal Tutor. 
Cardiff Royal Infirmary. 


TEACHING AT THE BEDSIDE 


Mapam.—With the phrase ‘bedside 
teaching’ in danger of becoming a 
cliché, ought we not to attempt a de- 
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finition in the hope of averting such 
future abuse? 

Teaching at the bedside is obviously 
implied, but by whom and under what 
conditions? Is it a tutor and a nurse 
catheterizing a patient? If otherwise 
ideal, this is not economical in time and 
is therefore unlikely. 

Is it then a demonstration by a tutor 
with the students grouped around the 
bed of the patient? In this case one 
cannot help wondering to what extent 
the feelings of the patient have really 
been considered. It is surely fatuous to 
say ‘But we have asked the patient’s 
permission.’ Permission does not signi- 
fy willingness and how many patients, 
so dependent on the nursing staff, 
would have the temerity (and the op- 
portunity) to refuse such a request? 
Few, if any, would subscribe to teach- 
ing under such conditions. 

With the sister and the charge nurse 
too concerned with administration to 
afford the time to teach, we are left 
with the people who really practise 
bedside teaching in its commonly ac- 
cepted form—the staff nurse and the 
senior student. Quietly, without fuss 
and often without intention, by ex- 
ample and always with regard to the 
feelings of the patient, new staff have 
routine and people explained to them. 

Whatever tutors think, this is where 
and how and when the student nurse 
is really trained. 

Would it not be possible, therefore, 
to accept this fait accompli and educate 
the staff nurses—a much neglected 
body anyhow—in the finer points of 
teaching ? As they do the bedside teach- 
ing let us help them to do so. 

I see no need for clinical instructors 
in addition and, indeed, to accept 
them would merely be proving Par- 
kinson’s first law; more and more 
people will be teaching the ever-dimi- 
nishing few who really care for the 
patient. 

One final thought on a slightly dif- 
ferent tack. With careful regard for 
the patient’s feelings, exactly what 

rocedures can commonly be taught by 
bedside teaching in a mental hospital ? 
N. G. Trains. 

Shanklin. 


ATTENDANCE 
AT PROFESSIONAL MEETINGS 


Mapam.—There is much concern 
in many branches of the nursing pro- 
fession at the poor attendance of nurs- 
ing personnel at professional evening 
meetings and it is a natural tempta- 
tion for the particular honorary offi- 
cers to condemn absent members as 
‘not interested’. I do not think that 
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this is always a just accusation, though 
—alas—it may be sometimes. 

We are all agreed, I am sure, that 
in order to keep professionally alert 
we must maintain well balanced lives 
and many of us are involved in church 
and cultural activities, apart from 
being members of more than one pro- 
fessional group. Aged parents have a 
rightful claim to some of our attention 
and time, and our friends like to see 
us now and again. The occasional 
evening at home with one’s feet up 
and a good book is already unattain- 
able fantasy for most of us. 3 

I wonder if we could investigate, 
perhaps through a working party and 
(or) by means of questionnaires, if this 
decline in attendance is universal and 
then attempt to find possible causes 
and remedies. Have we too many 
professional groups? What 

o others think ? 


London. 


L. Hockey. 


MIDWIFERY SYMPOSIUM 


MapaM.—Reading Joan Weston’s 
letter under Midwifery Symposium 
in the Nursing Times of September 30, 
I wondered whether it was 30, 40 or 
50 years ago that she took her mid- 
wifery training. She evidently has not 
met patients who have attended ante- 
natal relaxation classes, or who have 
received any instruction and educa- 
tion during their pregnancy, otherwise 
she would not state that ‘many of their 
patients are screaming, frightened 
women . . . terrified at the prospect of 
childbirth.’ 

Apparently too she is unaware of the 
fact that all midwives carry drugs and 
analgesia, so in the majority of cases 
they are able to give sufficient sedation 
to permit labour to progress normally 
and without undue discomfort to the 
patient. 

In domiciliary practice where the 
midwife is able to establish a good 
relationship with her patient, has 
prepared her mentally as well as 
physically for her confinement and 
uses drugs and analgesia as required, 
the hysterical patient is no longer 
known. 

WinirReD M. MACKIE, 
S.R.N., S.C.M., Q.N., 
Area Nursing Superintendent. 
Hants. 


* * 


MapamM.—Answering Joan Weston 
I would like to say, from both sides of 
the fence, that why women scream in 
labour is usually due to intense pain, 


and they need all the sympathy and 
help you can give. Firm words per- 
haps, but never brutal ones; that only 
adds to the intense misery endured, 
and can lead to depression, insomnia, 
even failure to breast feed. 

My horrible experiences in a local 
hospital took nearly a year to recover 
from. Why cannot vomit bowls, etc., 
be thought of beforehand? If the 
situation is so desperate, let untrained 
kindly women stay with those in 
labour. 

My impression, when I had my first 
baby, was that the pupil midwives 
were much less overworked than in 
my day; the orderlies did most of the 
donkey work. 

Mary Tay or (Mrs.) 
S.R.N. PART I MIDWIFERY. 
Danbury. 


* * * 


MapaM.—The symposium of 
readers’ letters about midwifery and 
its problems shows a wealth of ideas, 
many cancelling each other out, even 
in the same letter. For example E. M. 
Billing, early in her letter, commends 
the midwife who, having had ante- 
natal care of a mother, makes a point 
of being present for the delivery. This 
we know is ideal. Why then break it 
up by admitting everyone to hospital, 
and by so doing greatly increase the 
strain on the already, unquestionably 
overdriven hospital staff? 

Everybody seems agreed that the 
cause of any midwife being unduly 
rough with her patient is that she, 
poor soul, has reached the end of her 
tether. This is all too true, all too often. 
Joan Weston draws a dreadful picture 
of a mother in labour. A state of affairs 
from which she fled. She and how 
many others? 

This scene is repeated in many 
labour wards up and down the land. 
But in quite a number of others it will 
not be found. If it is not found in some 
why need it be in others? It is quite 
unnecessary and a result of poor ante- 
natal care, lacking in teaching mothers 
about labour. May I suggest that if 
more attention was paid to teaching 
mothers the art of labouring in quiet, 
relaxed confidence we should reduce 
the strain on the midwives attending 
them, and fewer pupils would be 
frightened into departure. 


J. F. M. Carrer. 
Stroud, Glos. 


NURSING IN INDUSTRY 


Mapam.—I would very much like 
to endorse the sentiments expressed 
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by Disgruntled SRN on ‘Nursing jp 
Industry’ in the Nursing Times of 
October 7, and recount a recent 


_ experience of my own. 


A large factory employing 1,09 
people advertised for an SRN in their 
casualty department. I applied and 
was asked to attend for interview, 

While waiting to see the personnel 
officer, I was asked to fill in an appli- 
cation form, one of the questions bei 
‘What is your present salary?’ I was 
duly ushered into the presence of the 
personnel officer, who immediately 
referred to my salary, and he went on 
to say he did not want to imply I was 
not worth as much, but my 
there would be £8 10s. per week. | 
asked about my FSSN contributions, 
but he could not promise that they 
would be paid. 

Although I would very much have 
liked the post, I refused on principle 
as I felt the salary offered was lowering 
to the nursing profession. 

CoLLece MEMBER 86622, 
Worthing. 


HYGIENE IN A STORE 


Mapam.—It is with interest that I 
have read the article ‘Hygiene in a 
Store’ in the Nursing Times of Septem- 
ber 23. 

May I be allowed through the 
medium of your columns to correct a 
wrong impression which occurs in the 

nultimate paragraph headed Staff 

ealth Service? 

Twice yearly voluntary dental in- 
spections are carried out at all stores 
by inspecting dentists employed by 
Messrs. Marks and Spencer Ltd. The 
inspecting dentists instruct the em- 
ployees in oral hygiene and advise 
them of the amount and nature of 
dental treatment they require. The 
employees are completely free to 
attend any dentist of their choice for 
the necessary treatment to be carried 
out, if they so desire. There is no 
obligation on them to receive treat- 
ment from any dentist employed by 
the 

Hucu N. Squire, L.D.S., R.C.S., ENG. 

Dental Superintendent, 
Marks and Spencer Ltd. 
London, W.1. 


A Nurse or Not a Nurse? 


‘Health Visitor’ (this page last week) 
points out that a word in her letter was 
misprinted. What she wrote was “The 
function of the health visitor is health 
education and social advice; she is a social 
work erconcerned primarily with ‘normality’ 
(not ‘personality’, as printed). 
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A Pattern of Co-operation 


SUSAN E. JONES, S.R.N., S.C.M., H.V., and 
MARY PHILLIPS, Psychiatric Social Worker 


YOUNGHUSBAND REPORT on the re- 
cruitment and training of social wor- 
kers in health and welfare departments, 
following on the working party report on 
health visiting, served to centre interest on 
the training and functions of both groups 
of workers. Unfortunately, although both 
reports encourage a positive attitude to the 
function and usefulness of each group, 
their effect on many health visitors and 
social workers has been to produce a nega- 
tive and defensive attitude towards each 
other. It is obvious that to overcome this 
attitude a better understanding of each 
other’s functions is needed, with a wider 
acceptance of the particular value of each 
worker and a special appreciation of those 
cases which can best be served by the joint 
efforts of two or more workers. 


No Rigid Demarcation 


As a result of a great deal of criticism, 
largely unfounded, about the numerous 
officials who can and will descend upon 
one family, workers have become over- 
sensitive about the dangers of duplication. 
There can be no rigid demarcation be- 
tween the fields of work of social worker 
and health visitor, and if they cannot ac- 
cept each other, the families they visit in- 
variably suffer. Our aim should be the in- 
tegration of the services, rather than that 
either n should take over completely 
from other. No harm results from a 
family being visited by more than one 
worker, provided their efforts are co-ordi- 
nated toward the same end. 

The health visitor’s function, now as al- 
ways, is mainly directed to the preserva- 
tion of health, and the prevention of illness, 
are and mental. Her training qualifies 

r to offer practical advice in home and 
clinic, and she is watchful for the early 
signs of deviation from normal develop- 
ment. In her meetings with parents, during 
the antenatal period and after the baby’s 
birth, she has an ity to establish 
a friendly relationship during what is, to 
most families, a time of receptive interest 
and happiness. After this she can build on 
this sound basis, giving constructive ad- 
vice On a variety of subjects relating to the 
family well-being. 

Although the main emphasis today is on 
the building up and maintenance of 
sound mental health, it should not be for- 
gotten that many families need patient, 
continued teaching and supervision in 


1287 


PUBLIC HEALTH 


‘If we expect our clients to call upon us for help, can we 
not call upon each other?’ Co-operation between the 
health visitor and specialist workers is of the utmost 
importance. Especially important, in the new era of 
community mental health services, will be the estab- 
lishment of a pattern of co-operation between the tion. 

health visitor and the psychiatric social worker. 


will avail themselves 
of them. The health 
visitor also helps in 
preventing the spread 
of infections by indi- 
vidual and group 
teaching and by track- 


ing sources of infec- 


The older members 


such basic skills as cleanliness and house 
management, clothing and feeding a 
family, and budgeting. By constant sup- 
port and encouragement the health visitor 
can help to raise the standard of such 
families, and prevent their break-up, with 
the unhappy consequences that can follow. 

For the young mother, inexperienced in 
the ways of babies, and often living in a 
strange town, away from the reassurance 
of her own family, the visits of the health 
visitor, ready with help, support and ad- 
vice, will lessen the burden of responsi- 
bility, and help the mother relax into an 
enjoyment of her child. 


When to Call in the PSW 


It is here that it is very important for the 
health visitor to recognize that failure to 
respond to her support and advice might 
suggest a degree of emotional difficulty in 
the mother, which would be an indication 
for referral to the psychiatric social worker. 
This question of when to refer is one which 
has caused a good deal of uncertainty. For 
example, of two mothers of young infants 
with feeding difficulties, one, in spite of a 
definite organic condition, would be able 
to accept and follow the advice of the 
health visitor, whereas the other, having a 
healthy infant, might continue to have 
difficulties in spite of all the health visitor’s 
efforts. Because the mother’s emotional 

i ies are as worries over 
her baby rather than herself, the health 
visitor needs a high degree of skill and ex- 
perience to differentiate between the nor- 
mal expression of anxiety, and a degree of 
anxiety indicating underlying 
problems. 

At home and at the clinic, the impor- 
tance of maintaining at a safe level the 
numbers of children protected against the 
different infectious diseases is never for- 
gotten, and facilities are offered to all who 


circumstances, and lonely. With her inti- 
mate knowledge of her district, the health 
visitor is very likely to know of such old 
people, or she will hear of them from the 
families in the neighbourhood. Where the 
old person lives with a family, the mother 
may need support and help, and advice on 
the services available to help her. 

With this wide field of work in the 
motion and maintenance of health, the 
health visitor need have no fear that the 
proposed increase in the number of social 
workers in the different grades and fields 
suggested in the Younghusband Report, 
and the provision of adequate training for 

threatens her in any way. Rather, 
she should welcome them as fellow workers 
with the same aim, and should seek to co- 
operate with them, availing herself of the 
help they can give, and being prepared to 
give them the benefit of her knowledge of 
the family situation as she may well know 
it over many years. As a professionally 
qualified person herself, she should appre- 
ciate the importance of all social workers 
being adequately trained. 


Visiting the Same Family 


The examples given below have been 
chosen because they illustrate the value of 
both health visitor and social worker visit- 
ing the same family over the same period. 
The need for health visitors to refer clients 
to case-workers at an early stage in order 


generally accepted. 

It has always been a great advantage to 
the iatric social worker that the 
health visitor, because she understands the 
former’s function, is able to prepare the 
client for the sort of help that she is being 
offered. All psychiatric social workers 
know, in whatever field they work, how 
many interviews can be spent explaining 


= | 
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| or me family call for 
special understanding 
and help. Often they 
are alone, in difficult 
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away the fairy tales told to clients by well- 
meaning colleagues and officials in order 
to ‘persuade’ the client to accept the idea 
of the referral. 

The aim of both health visitor and 
pyschiatric social worker is to help the 
client to use the community services in a 
way that will build up her own self-con- 
fidence as a marriage partner and a 
parent, and not in any way to diminish 
her feelings of responsibility and self-re- 
spect. In no sense are we attempting to 
‘take over’ the child, and both parents are 
encouraged to make their own decisions 
and to play an active part in their neigh- 
bourhood. It should of course be said that 
at all stages of this work great care is taken 
to keep in touch with any other people in- 
volved, especially the general practitioner. 

value to the psychiatric social 
worker of the health visitor’s observations 
of the past behaviour pattern and the 
actual physical condition is also illustrated 
by the cases we have chosen. 

After visiting several times following the 
birth of the first child, the health visitor 
referred Mrs. B. because the ideas she ex- 

about her own health were so ab- 
normal, although she appeared able to 
manage the child well on a practical 
level 


Mrs. B. was an intelligent young woman 
living in her own home town: her husband 
also had his roots there, and had a semi- 
skilled job. Although sometimes at home 
when the psychiatric social worker called, 
he never took an active part in the inter- 
views, and seemed less able to take the 
initiative or carry family responsibilities 
than Mrs. B., in spite of her emotional 
difficulties. Because of this, he was not able 
to appreciate the anxieties she had about 
herself, and failed to give her the support 
she needed. 


Referred by the HV 


The health visitor felt that without help 
for her mental condition, Mrs. B. would 
not be able to continue to look after her 
child, and might even require in-patient 
treatment. Because she was so worried 
about herself, and had considerable in- 
sight, Mrs. B. accepted very readily the 
health visitor’s suggestion that the psychi- 
atric social worker should visit. While the 
health visitor continued her contact at 
home and at the clinic, the psychiatric 
social worker visited at monthly intervals, 
and more frequently when necessary, to 
give Mrs. B. an opportunity of discussing 
her obsessional fears about her health. At 
a later stage arrangments were made for 
her to attend the psychiatric outpatient 
clinic from time to time. 

After a period of several years Mrs. B. 
has not lost her obsessional fears, and still 
worries that she is ‘going out of her mind’, 
but in spite of this she has managed, with 
support, to avoid breaking down, although 
she has had a second child and has moved 
to a larger house in another district. It 
continues to be of importance that she 
should be able to ress her irrational 
ideas rather than to keep them bottled up, 


because this helps her to see them in rela- 
tion to the fact that she is coping with her 
family and her home. Ordinary reassur- 
ance leaves her feeling that she is not 
understood, and she uses her relationship 
with the psychiatric worker rather like an 
insurance against complete breakdown 
and admission to a mental hospital. When 
the first child started school, the health 
visitor, in her capacity as school nurse, was 
able to help the staff to accept Mrs. B. 
tolerantly, and understand the child’s need 
for extra support at times. 

The health visitor met Mrs. C. when her 
first child was about four months’ old. She 
had been in a neurosis unit and was very 
insecure and unhappy. However, she was 
fundamentally a courageous, bright little 
woman, making tremendous efforts to re- 
cover, in spite of getting no support from 
her own family. 


Approached by the Client 


The health visitor established a good re- 
lationship with her, and Mrs. C. managed 
to keep the home together, until, at the 
birth of her second child, she broke down 
again and had two further short periods 
in a mental hospital. Because of her deep 
sense of shame about her admission to hos- 
pital, she resisted the hospital’s suggestion 
of after-care, but once she was home the 
health visitor was able to help her to work 
through these feelings, and Mrs. C. her- 
self contacted the psychiatric social worker. 
The health visitor felt very strongly, at this 
point, that Mrs. C. needed help not only 
because of her own immaturity, which was 
illustrated at this time by her attitude to- 
wards her neighbours, whom she con- 
sidered were all hostile to her, but also 
because the children were showing signs 
of emotional disturbance after the 
separation from their mother. As a result 
of his own unsatisfactory childhood ex- 
periences, Mr. C., although fond of his 
wife and children, seemed unable to give 
them the support they needed. 

The psychiatric social worker began 


NURSING AS 
CAREER 


To interest youngsters 
in nursing as a career, 
the North East 
Metropolitan Re- 
gional Hospital 
Board has organized, 
in conjunction with 
the local education 
authorities, a mobile 
exhibition showing 
the opportunities for 
girls in this frld. 
Nurses from hospitals 
in the area travel 


with the exhibition. 
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visiting at weekly intervals, and «, 
couraged Mrs. C. to contact her at th 
health office when she felt this was neces. 
sary, which she often did. The immediay 
problem arose from her attitude toward, 
her neighbours, which made it difficult fy 
her to face people in the strect or go to th 
local shops. Although there were 
ups and downs, and several minor crises 
Mrs. C. responded well to discussion 
which resulted in her being more aware of 
her feelings, and as a result she was better 
able to face and cope with difficulties 
With support, she was able to survive 
the crises that resulted from the marital 
problems, and has emerged from them 4 
more mature person. 


More Contact during Training? 


An important factor in this method of 
working has not only been the gain to the 
families concerned, but also to both the 
workers, since it has increased their under. 
standing of each other’s function. Experi- 
ence has shown that, provided we are 
clear about our respective functions, the 
people we visit will have no difficulty in 
accepting us in this way. It goes without 
saying that it is of great importance for 
there to be easy and informal access be- 
tween health visitors and social worker, 
and we feel a combined approach such as 
we have described would be more easily 
and readily undertaken if health visitors 
and social workers had more contact with 
each other during their training. Doctors 
and nurses learn about each other’s work 
during their hospital training, and the 
same is true of psychiatrists, psychologists 
and psychiatric social workers who train 
together at child guidance training clinics. 

Getting together in this way during the 
training period should also help each 
worker to accept the limitations of her own 
function, so that calling in another worker 
is not felt to be an indication of personal 
failure. If we expect our clients to call upon 
us for help, can we not call upon each 
other ? 
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STUDENT 


Central Representative Council 


THE CENTRAL REPRESENTATIVE COUNCIL 
met at Aberdeen Royal Infirmary on 
Tuesday, September 6. The business was 
conducted by the retiring chairman, Miss 
F, E. Bedwell. 


Chairman and Vice-chairman 


Miss Nancy J. Esterson, St. George’s 
Hospital, London, S.W.1, and Miss Shelagh 
E. Stewart, Liverpool Royal Infirmary, 
were appointed respectively chairman and 
vice-chairman for the year 1960/61. 


Winter Reunion, 1960 


Arrangements were discussed for the 
Winter Reunion to be held on Wednesday, 
November 16. The m would be de- 
voted to visits, for example to the Old 
Bailey, the Bank of England, and St. Paul’s 
Cathedral. It was agreed that before the 
Final S ing Contest in the after- 
noon there would be an extraordinary 
general meeting, to allow members to dis- 
cuss the extension of Association member- 
ship to male student nurses. 

Arrangements were considered for the 
Summer Meetings, 1961, and it was 
agreed that these should be held during 


the week beginning May 29. 


ICN Congress, Australia, 1961 

It was that the chairman must 
attend the Congress on behalf of the Asso- 
ciation; combining this with a tour to as 
many Commonwealth countries as time 


CONCESSIONS FOR SNA MEMBERS 


Membership of the Student Nurses’ Association provides a number of 
little-known concessions. To obtain any of these concessions, produce your 
International Student Identity Card, issued to all SNA members. 


Jack Hobbs Ltd., 59, Fleet Street, 


- Royal Academy, Burlington House, 
‘ Piccadilly, London, W.1. Tickets 
, obtainable for 1s. 3d. instead of 
: 2s. 6d., from NUS Sales Depart- 

only (3, Endsleigh Street, 


C.1). 

a Bernard, Ranelagh House, 
Ranelagh Street, Liverpool, 1. 10% 
discount on hairdressing on Mon- 


days, Tuesdays and Wednesdays. 


London Dance Institute, 79-89 
Oxford Street, London, W.1. 10% 
discount on any course of lessons. 


would allow. This tour would involve 
much hard work on the part of the chair- 
man and would only be possible if Units 
gave her their financial support. 
It was agreed that in 1961 a vacation 
should be arranged. The pos- 
sibility of such an exchange with Western 
Germany should be investigated. 


National Union of Students 


It was noted that the National Union of 
Students were holding their annual council 
meeting in Margate at the end of Novem- 
ber, when the Association had been in- 
vited to send a member to the annual 
dinner—and the chairman-elect should 
attend. 


Hospital Staffs’ Consultative 
Committees 


In a discussion concerning hospital 
staffs’ consultative committees the Council 
reiterated their policy that student nurses 
were not eligible to sit on these committees, 
as they were not employees but students. 


Conditions of Service for Students 


One Unit drew attention to the con- 
ditions of service for dental auxiliaries at 
New Cross Hospital, London, asking that 
the Council should point out to those con- 
cerned the necessity for standard con- 
ditions of service for all students within the 
National Health Service. It was agreed 
that this was neither practical nor possible 


London, E.C.4. 10% discount on 
all sports equipment. 


Piggott Bros. and Co. Ltd., 220-226, 
Bishopsgate, London, E.C.2. 10% 
discount on any camping equip- 
ment. 


Edward J. Frankland and Co. 
Ltd., 30-34, New Bridge Street, 
Ludgate Circus, London, E.C.4. 
10% on furs, 20° on fashions and 
jewellery. 
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NURSES’ ASSOCIATION 


Meeting 


in view of the varying lengths of training, 
the physical conditions which the various 
trainings imposed and the eventual possi- 
bilities of promotion in the particular pro- 
fessions on completion of training. 


GNC Educational Requirements 


There was discussion about the educa- 
tional tests to be instituted in 1962 to be 
undertaken by applicants for courses of 
training for State registration. 


Central Representative Council 
Election, 1960 


There was a lengthy discussion on the 
returning officer’s report on the 1960 elec- 
tion ; in particular because of the surprising 
number of Units where no member exer- 
cised her right to vote. It was agreed that 
in 1961 the returning officer’s challenge 
should be reported to Units. 

The Council considered the vacancies 
to be filled in the Northern Area and Scot- 
land for both general and special training 
schools, and the Western Area for special 


training schools. 


Other Committees 


Members were appointed to serve on 
the Finance and Establishment Committee 
as follows. Miss Nancy J. Esterson, St. 
George’s Hospital, London, $.W.1; Miss 
Shelagh E. Stewart, Royal Infirmary, 
Liverpool, 3; Miss Charmian Astbury, 
Westminster Children’s Hospital, London, 
S.W.1; Miss Fiona M. Freeman, Middle- 
sex Hospital, London, W.1; Miss Valerie 
G. Hill, Southlands Hospital, Shoreham- 
by-Sea; Miss Gillian A. Sherrard, Leicester 
Royal Infirmary. 

The following members were appointed 
to serve on the newly formed Student Nur- 
ses’ Association and Royal College of Nurs- 
ing Liaison Committee. Miss Nancy J. 
Esterson, St. George’s Hospital, London, 
S.W.1; Miss Valerie J. Coates, King Ed- 
ward VII Hospital, Windsor; Miss Audrey 
F: J. Scott, Tyrone and Fermanagh Hos- 
pital, Omagh, Co. Tyrone, Northern Ire- 
land; Miss Anne Speed, County Hospital, 
Lincoln. 

The chairman would continue to serve 
both on the British Medical Association 
and Royal College of Nursing Liaison 
Committee and the National Florence 
Nightingale Memorial Committee. 

A report was given on the meeting of the 
British Medical Association and Royal 
College of Nursing Liaison Committee, 
when admission of spiritual healers to hos- 
pitals and the GNC regulations for the 
approval of training schools were discussed 


| 

| 
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HOME SAFETY 


RoOSPA’S 


Winter Campaign 


CAMPAIGN, ‘Lock Away Dangers in 

Your Home’, has been launched by 
the Royal Society for the Prevention of 
Accidents to inform the public about the 
proper handling of various household 
risks which can lead to poisoning. Hun- 
dreds of people die or suffer severe ill- 
effects every year from poisoning accidents 
in their homes. Over recent years this 
accident rate has risen steadily. In 1958, 
there were 1,412 deaths in Great Britain 
from accidental poisoning and many 
thousands of seriously ill people were 
admitted to hospital. Unawareness of the 
risks involved or carelessness in the hand- 
ling of potentially poisonous substances 
such as medicinal drugs or some household 
cleaners have given rise to this grave state 
of affairs. 

Local authorities, local home safety 
committees and members of national vol- 
untary organizations devoted to public 
welfare are supporting the campaign. It is 
being done in various ways: displays of 
arresting posters; distribution of leaflets 
through doctors, chemists, ironmongers, 
schools; talks and film shows to different 
types of clubs and women’s organizations; 
home safety exhibitions—in Salisbury a 


model house has been designed to show - 


all the hazards in the home. 

The campaign, which is designed to 
instil the habit of locking away all danger- 
ous substances, is directed particularly to 
safeguarding young children. They are in 
especial danger of taking medicines pre- 
scribed for adults or of drinking poisonous 
liquids such as disinfectants. 


The 10-point Plan 


The society has published a 10-point 
safety plan. 

1. Lock away medicines and tablets, 
store external rubs and lotions in a separate 


place. 

2. Always check the label of a medicine 
bottle to be certain it is the right medicine. 

3. Give or take medicines in the pre- 
scribed dose and frequency only. 

4. Keep only one dose of sleeping pills 


handy at night. 

5. Never leave 
tablets within reach 
of children—they may mistake them for 
sweets. 

6. Flush away unfinished medicines; 
crush up and flush away, or burn carefully, 
surplus tablets. 

7. Never transfer cleaning agents into 
soft drink bottles or unlabelled containers. 

8. Store disinfectants, detergents, bleach- 
es, caustic soda, etc., in a safe place, out of 
the reach of children. 

9. Don’t mix bleach and lavatory 
cleaner—the fumes from the mixture can 
be harmful. 

10. Finally—keep garden sprays, insec- 
ticides, weed killers, rat poisons, etc., 
under lock and key when not in use. 


What the Toddler Sees 


_ At a press conference held to help publi- 
cize this campaign, Mrs. Marjorie Byrne, 
haben of RoSPA Home Safety Com- 
mittee, pointed out that ‘few people stop 
to think that headache tablets and pepper- 
mints may look alike to a three-year-old, 
or that yellow bleach or disinfectant can 
look like a cooling drink to one too young 
to learn the content of the bottle.’ Dr. 
C. A. Boucher, Ministry of Health, em- 
phasizing this danger to children, spoke 
of the problem facing the doctor when a 
poisoned child is rushed to hospital but 
no one knows what the poisonous sub- 
stance is. 

Extreme concern was felt by the indus- 
try, according to Mr. E. Moore, a member 
of the executive committee of the National 
Association of Soft Drink Manufacturers, 
regarding the undesirable tendency for 
people to put injurious liquids into soft 
drink bottles, which he said was a dan- 
gerous and antisocial habit. Experiments 
were being carried out to produce suitable 
disposable containers. 

Mr. H. S. Grainger, vice-president of 
the Pharmaceutical Society, who endorsed 
and specified these dangers in the home, 
stressed that medicines were used more 


Plates containing sweets, oes and sweets and drugs mixed. Can you tal 
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the difference? 


widely and were more potent than ever 
before. One of the worst mistakes was tp 
try to identify a tablet by its shape and 
colour. It was his opinion that aspirins 
an aperient, cough suppressant and a 
antiseptic cream were quite sufficient to 
stock the home medicine cupboard. Pre. 
scribed medicines should, of course, bk 
thrown away if no longer required. He 
considered that all medicines should bk 
looked upon as potentially poisonous. 

During a discussion at the end of the 
conference, Miss Barbara Naish, hom 
safety manager, spoke enthusiastically of 
the tremendous help and scope of health 
visitors in this campaign. She felt that one 
of the hazards that needed particular 
publicity was the medicine collected from 
the chemist by a mother when shopping 
and placed with other goods on the baby’s 
pram within easy reach of inquisitive 
fingers. 


RSH Nursery Nurses’ Diploma 

Many girls holding the Certificate df 
the National Nursery Examination Boar 
who have previously been precluded 
taking the RSH Nursery Nurses’ Diploma 
examination will now have the oppor 
tunity of doing so. 

The Royal Society of Health has revised 
the examination regulations for the Nur 
sery Nurses’ Diploma so as to permit the 
entry of students aged 18 years or ove 
who have passed the examination of the 
NNEB and have received approved res- 
dential training. 

This training comprises either two yeaSMYurses 7 
during the NNEB course in an approved Bained a: 
residential nursery including children 
under one year of age, or one year in ai 
approved residential nursery after passing 
the NNEB examination. In the latter case, 
however, nine months of the year must be 
spent with children of the ages not covered 
by the student’s NNEB Certificate. 
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Prablem of Maternity Beds 
Took before you are certain you are 


t, otherwise you won’t stand much 


‘tance’, is the advice given to young 
vues in Nottingham who would like a 
maternity hospital bed for their confine- 
ment. The shortage of maternity beds in 
the city is acute. A-total of 250 beds serves 
4 population of 320,000. If a woman waits 


tions. 


thie 


a 


urse Editor of an American 


An industrial nurse who for 


ort of New York Authority, 
Kathryn M. Dobby, R.N., 

been appointed editor of the 
mercan Association of Industrial 
Journal. Mrs. Dobby 
ed Bained at Mount Sinai Hospital 


years 
he 
31 


an 
@ATHING \MIACHINE FOR 
SABLED is wound down a 
bempmrete slipway into the sea from a 
ed” for the disabled at Rustington, 


Sussex. 


until she is six weeks’ pregnant there is no 
chance of getting a bed unless her doctor 
jecides later that there might be compli- 


Here and There 


According to the Ministry of 


Health, the average time for bookings 
hroughout the rest of the country is seven 
to eight months. 


m Matron Retires 


Miss Gladwys Rowley, group matron, 
Rubery Hill and Hollymoor Mental Hos- 
pitals, has retired after nearly 37 years’ 

ice to Birmingham hospitals. She has 

d her appointment as group matron 
ince 1953, having been appointed matron 
if Hollymoor Hospital in 1949 when 
t was reopened as a mental hospital after 
wartime role as a military hospital. The 
int stafls of the two hospitals have made 
presentation to Miss R 


owley. 


Photography 


The Royal Photographic Society is to 
oid an exhibition of medical photography 
m November 7-22 in the society’s 
ouse, 16, Princes Gate, London, S.W.7. 
he exhibition will be 
obert Platt, president the 

oyal College of Physicians, at em 
p.m. on Monday, November 7, a 
fter which there will be the J ¢ — 
sentation of awards and a : 
ing of selected films. 


ed by Sir 


was employed at the 


School of Nursing in New York City 
and holds a degree in industrial nursing 
from St. John’s University. She has also 
completed a course in journalism and 
before her new appointment was executive 
secretary of the Occupational Health 
Institute, now removed from New York 
to Chicago. 


Brighton Retirement 

When Miss Jessie Love, matron of 
Brighton General Hospital, retired after 
20 years’ service, she was given an affec- 
tionate and appreciative farewell by Dr. 


J. S. Firth, physician superintendent, and 


many other members of the staff, at a 
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party in her honour. She received presen- 
tation gifts and a bouquet was handed to 
her by Mrs. Edna Johnstone. (Mrs. 
Johnstone has given 334 years’ service as 
a cleaner at the hospital.) As a surprise, 
staff in the hospital kitchens had made a 
24 Ib. iced cake inscribed ‘With best wishes 
for the future’. At a cocktail party mem- 
bers of the consultant medical staff pre- 
sented Miss Love with a silver jog. 


Male Nurses’ Annual Meeting 


The annual general meeting of the 
Society of Registered Male Nurses Ltd. 
was held at Wolverhampton on September 
22-24. The proceedings included papers by 
Mr. R. T. Barrow, on nursing in Nigeria, 
Dr. W. Fowler, on non-specific urethritis, 
and Dr. J. H. Sheldon, on geriatric re- 
search. The programme also included a 
number of local study visits. 
The annual dinner was at- 
tended by the mayor and 
mayoress of Wolverhampton, 
and a message was received 
from the Duke of Edinburgh, 
patron of the Society. The 
annual service, in the chapel 
of the Royal Hospital, Wolver- 
hampton, was conducted by 
the Rev. E. A. Wells, himself 
a registered nurse. 
<4 Society of Registered Male 
Nurses, Lid. The annual service 
was held in the chapel of the Royal 
Hospital, Wolverhampton, and con- 
ducted by the Rev. E. A. Wells, 
S.RN., seen here with Mr. R. T. 
Barrow (left), and Mr. T. H. 

Jones, chairman. 


4 


NOELLE SANDWITH, who qualified as an 
SRN at the Royal Free Hospital, London, last 
year, is holding an exhibition of drawings and 
paintings at Foyle’s Art Gallery, London. 


Plastic Surgery in South Wales 


It has been proposed that the plastic 
surgery centre at St. Lawrence Hospital, 
Chepstow, which serves the South Wales 
area, shall be transferred eventually to the 
new teaching hospital at Cardiff when 
completed. Accident centres at Newport, 
Mon., and Swansea are being considered. 
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PUBLIC HEALTH SECTION 


Glasgow. Monday, October 17, 7 p.m. 
Please note changed time for visit to Glasgow 
museums and art galleries. 


WARD AND DEPARTMENTAL 
SISTERS SECTION | 
Glasgow. Mearnskirk Hospital, Thursday, 


October 27, 10 a.m.-12 noon. Coffee morning. 
Tickets 2s. 6d. 


BRANCHES 

Canterbury. 3, Ethelbert Road, Wednes- 
day, November 2, 7.30 p.m. General meeting. 
BSC agenda will be discussed. 

Croydon. Mayday Hospital, Thornton 
Heath, Croydon, Monday, October 17, 
8 p.m. Quiz (brains trust), The Problem of 
Venereal Diseases and the Young Prostitute. _ 
tions may be sent in or asked from the r. 
Open meeting, friends welcome. 


Joint Study Day in 


EACH YEAR the Royal College of Mid- 
wives (East and West Cornwall Branches) 
and the Royal College of Nursing (Truro 
and Redruth Branches) attract distin- 
guished speakers and a large audience to 
their joint study day. This year, contrary 
to the balmy breezes that usually waft in 
this event, it rained sideways and at gale 
force, but this did not deter 120 nurses 
from all over Cornwall from attending 
what is now a time-honoured occasion. 

This is not a day to be taken lightly, 
especially if your note-taking days are a 
thing of the past, for as usual the four 
speeches were on specialist topics and 
needed close attention. Mr. G. L. Alex- 
ander, surgeon in charge of the neuro- 
logical unit at Frenchay Hospital, Bristol, 
initiated us into the mysteries of hyper- 
thermia and took some of the chill out of 
it; the cerebral catastrophe had a particu- 
lar relevance for the audience in view of 
the number of road casualties that occur 
on the crowded roads in the west during 
the summer. Miss Illingworth, tutor in the 
Education Department, Royal College of 
Nursing, spoke on “To Train or Educate 
the Nurse’, giving a masterly survey of 
some of the changing social factors that 
will determine our attitudes to nurse 
training, or as some of us euphemistically 
call it, ‘education’. 

After the attractive lunch so ably sup- 
plied by Miss Thould and her staff, 
we were both educated and entertained by 


Royal College of 


Dartford. West Hill Hospital, Dartford, 
Monday, October 17, at 7.30 p.m. Open 
meeting followed by an illustrated talk by 
Dr. Greenwood Wilson, of the Port of London 
Health Authority. 

Edinburgh. Medical Teaching Unit, West- 
ern General Hospital, Edinburgh, Wednesday, 
October 19, 7 p.m. Business meeting. 


Glasgow. Ophthalmic Institution, West 


Regent Street, Monday, October 24, 7.30 p.m. 
General meeting. 
Gloucester. Stroud General Hospital, 


Monday, October 17, 6.30 p.m. Monthly 
meeting; a good attendance is hoped for. 
Gloucester Cathedral, Sunday, October 23, 
3 p.m. St. Luke’s-tide service. Preacher, the 
Bishop of Malmesbury. Branch members 
cordially invited to attend. 

Middlesbrough. North Ormesby Hospital, 
Middlesbrough, October 18, 7.30 p.m. Busi- 
ness meeting. 

North Eastern Metropolitan. Luckes 
Home, The London Hospital, Whitechapel 
Road, E.1, Wednesday, October 26, 7.30 p.m. 
Annual sherry party. Tickets, 7s. 6d., from 


Cornwall 


Dr. F. S. W. Brimblecome, consultant 
paediatrician to the Royal Devon and 
Exeter and Exeter City Hospitals and the 
Exeter clinical area, who, in an outline of 
new knowledge of the causes of some men- 
tal deficiency, underlined the ethical 
problems this knowledge may raise in the 
future. Heartening though it is to learn 
that some types of mental deficiency may 
be preventable—how and by whom is that 
prevention to be carried out? 

In the afternoon Cornwall welcomed 
Mr. H. Goddard, management consultant, 
who had recently been conducting a course 
in the county. Mr. Goddard, speaking of 
the problems of human _ relationships, 
emphasized the various groups in the hos- 
pital world that react and interact on one 
another. This is a subject in which indus- 
try has left us far behind, and although we 
teach psychology one wonders if the 
cobbler’s children are not the worst shod. 
Mr. Goddard is doing nursing a great 
service in making us think more deeply on 
this subject, especially in the light of our 
public image which is not always as 
favourable as we would like to think. 

Never let it be said that distances deter 
people from coming to meetings; year 
after year Cornwall proves otherwise, but 
much credit must go to the indefatigable 
organizers and to the assured welcome 
that always awaits us at the Royal Corn- 


wall Infirmary. 
M.E.B. 


Nursing 


Roya. or Nursinc 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.| 

Epinsurcu: 44, Heriot Row 
Bevrast: 6, College Gardens 


Miss D. Browning, Tredegar House, 99, Boy 
Road, E.3. Money should accompany appl. 
cations for tickets. 


SISTER TUTOR SECTION 


South Western Metropolitan. St. Jame 
Hospital, Balham, S.W.12, Thursday, Octobe 
27, 7.30 p.m. Bring and buy sale in aid ¢ 
Section funds. 


COLLEGE APPEAL 
(t) For the Nation’s Fund for Nurses 

‘In gratitude for an adequate pension.’ We 

received a donation this week with these work. 

How many more of us with adequate pension 

(or salaries) could remember those who wil 

need help this winter? We thank everyor 
who has helped this week. 

Contributions for September 29—October 5 

Jersey General Hospital. Collection at Harvest ‘se 

Thanksgiving eee eee soe oes 

Durham City and District Branch. For Christ- 

Bury § St. Edmunds and West Suffolk Branch. 

For Christmas eee 


Founder Member 549. For Christmas... _... 
College Member 18867. ‘In memory of a dear 


d 
College Member 18867. ‘In titude for an 
adequate pension.’ For coa oes eee 
S.R.N. Dalwood. Monthly donation ... 
H. Cory, Esq. ... eee 
Total £25 133s. 
E. F. Inou. 
Secre . ze Coll f Nursing Appeal for & 
tor ng Henrietta Place, Cavend 
Square, London, W.1. 
(ii) Members’ Special Gift Fund 
We acknowledge with many thanks gil 
from College Member 15771, Miss M. Haslam, 
Founder Member 549, Mrs. Udell, Miss M.f. 
Carpenter, and a donation of one guinea k 
tea from Miss D. S. Coode. 
E, F. Incie, Organize: 


(continued on page 1294) 


BRANCH SECRETARIES 


May we remind you that all notices for 
publication on this page must be received 
by first post on the Friday before date of 
publication ? 

Notices of coming Branch or Section 
events are published free of charge. It 
is appreciated if they are written in the 
following order: place—date—time— 
details of meeting; as briefly as possible, 


and with all names in capitals please. | 
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No.2 
No.3 


No.4 


No.5 
No.6 
No.20 


All Prescribable 
on E.C.10. 


A PHOTOGRAPHIC RECORD 
OF VARICOSE ULCERS WITH 
ATTENDANT ECZEMA 


No. 20 DALZOBAND BANDAGE 
FOR VARICOSE ULCERS 

ASSOCIATED WITH 

ECZEMA 


23. 7. 69 


A ventilated Lestreflex bandage was used over the 
No. 20 Bandage in connection with normal pressure 
therapy. The response over the period of three 
months is clearly evident. 


No. 20 Dalzoband Bandage is recommended when 
ulceration is markedly secondarily infected, and when 
the ulcer is associated with infective eczema. 


Zinc Paste 
Medicament 


Zinc Paste and 
ichthammol 2% 


Zinc Paste with 
urethane 2% and 
ichthammol 2° 


Zinc Paste with 
urethane and 
calamine 5.75% 


Zinc Paste with 
coaltar 3% 


Zinc Paste with 
iodochiorhydroxy- 
quinoline 1% 


Samples and literature from: 


DALMAS LTD. JUNIOR STREET, LEICESTER 


Soothe his day away. 


with comforting 


BOURNVITA 


It’s been a long and tiring day for your patient. And probably for you, 
too. Help him relax . . . soothe his day away with a hot, comforting 
cup of Bournvita. And have some yourself, too. 

EASY TO ASSIMILATE. Bournvita is a nourishing combination of malt, 
milk, eggs and cocoa. Its special process preserves the natural 
diastase in the malt, making Bournvita extraordinarily easy to 
assimilate. Serve soothing Cadbury’s Bournvita every day. 


MADE BY 
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North Western Metropolitan 


Branch 


ANNUAL FAIR AND REUNION 


Cowdray Hall, RCN, Cavendish Square, 

W.1, Saturday, October 22, from 11 a.m. 

Gifts for stalls should be sent to Branch 

office, 106, Crawford Street, W.1, or to 

Section secretaries; or to College day 

before or morning of fair. Please come 
and bring your friends. 


Canterbury Branch 


Canterbury Branch will hold a study half 
day at Highland Court Annexe, Bridge, near 
Canterbury, October 29, 2.30 p.m. 
am mM. Some Unusual Cases, Dr. J. K. Baker. 

by discussion. 
adnat Tea and visit wards, etc. 
5-6 Fe . Recent Advances in Obstetrics, Mr. J. 
ard. Followed by discussion. 

Fees: Members 2s. 6d., visitors 3s. (Dover 
and Folkestone buses from Canterbury bus 
station pass the gate.) 


Luton Branch Annual Dance 


Luton and District Branch held their 
annual dance at the Halfway House Hotel 
on September 16. Guests were received 
by Dr. Charles Hill and Mrs. Hill and the 
evening was a great success. 


COMING EVENTS 


Hackney Hospital Nurses’ e.— 
Wine and cheese party, Friday, October 21, 
6-7.30 p.m. Tickets 5s., from the secretary, 
Nurses’ League, Hackney Hospital, E.9. 

Hope Hospital Nurses’ League.—Re- 
union, nurses home, on Saturday, October 29, 
2.30 p.m. Bring-and-buy sale in aid of league 
funds; any gifts will be gratefully received. 


Littlehampton Pre-nursing Course.— 
- Reunion and AGM, Littlehampton County 
Secondary School for Girls, Friday, November 
4, 6.30 p.m. Meeting begins at 6.30 p.m. but 
members welcome from 4 p.m. onwards. 
RSVP to Miss Deason, The Suthers, 41, 
Upper Bognor Road, Bognor Regis, Sussex. 

Queen Elizabeth Hospital for Children, 
Hackney Road, E.2.—Nurses prizegiving, 
Wednesday, October 26, 3 p.m. 

Redhill County Hospital Nurses’ 
League.—Annual reunion, nurses home, 
Saturday, October 29, 2.30 p.m. RSVP to 
matron if accommodation is required. 


The Marie Curie Memorial Foundation. 
—Autumn Flower Fair, to be opened by Dame 
Sybil Thorndike, at Londonderry House, 19, 
gr Lane, London, W.1, on November | and 

, 1] a.m. to 7.30 p.m. Entrance Is. 


Medical Missions on the Air 


An appeal for medical missions is to 
feature in the BBC’s ‘Good Cause for the 
Week’ on Sunday, October 16, at 8.25 
p-m. on all Home Services. The appeal 
will be broadcast by the Rt. Rev. Bishop 
Trapp, general secretary, SPG. A 
feature programme on medical mission 
work, from 7.45 to 8.25 p.m., will 
precede the appeal. 
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APPOINTMENTS 


Banstead Hospital, Sutton, Surrey 


MR. NORMAN BARRY, 5S.R.N., R.M.N., 
R.M.P.A., has been promoted chief male 
nurse from October 1; he is at present 
deputy chief male nurse at the hospital. 
Mr. took his mental training at 


Graylingwell Hospital, Chichester, and 


general training at Lambeth Hospital, 
London. He held the posts of charge nurse 
and night superintendent at Graylingwell 
Hospital, assistant chief male nurse at Park 
Prewett Hospital, Basingstoke, and served 
as staff sergeant in the RAMC. 


Division of Nursing, King Edward’s 
Hospital Fund for Nursing 

Miss JANET B. CRAIG, S.R.N., R.S.C.N., 
PART | MIDWIFERY, at present a member of 
the Research Team for Architectural 
Studies, Nuffield has been 
appointed to 
the Division of 
Nursing, King 
Edward’s Hos- 
pital Fund for 
London. Miss 
Craig took her 
training at the 
Nightingale 
Training 
School, St. 
Thomas’s Hos- 
pital; Royal 
Liverpool Chil- 
dren’s Hospital, 
and the Rad- 
cliffe Infirmary, Oxford, and has held 
posts as ward sister in St. Thomas’s Hos- 
pital and The Hospital for Sick Children, 
Great Ormond Street, as well as being an 
assistant matron in both hospitals. The 
Division of Nursing of the King’s Fund 
includes the Nursing Recruitment Centre 
and the Staff Colleges for Matrons and for 
Ward Sisters. 


Selly Oak Hospital, Birmingham 

Miss JOAN M. E. QUIXLEY, S.R.N., PT. | 
MIDWIFERY, 8.T.D.(LOND.), has been ap- 
pointed principal tutor, from November 1. 
Miss Quixley trained at the Nightingale 
Training School, St. ‘Thomas’s Hospital, 
where she later became charge nurse, 
ward sister and sister tutor. She was sister 
tutor in charge at Abadan Hospital, S. 
Iran, before returning to St. Thomas’s 
Hospital as a departmental sister. 


Ipswich Borough 

MIss JESSIE M. STABLES, S.R.N., S.C.M., H.V. 
CERT., has been appointed superintendent 
health visitor, from November 1. Miss 
Stables trained at the General Hospital, 
Warrington, Lancs., and took her health 
visitors certificate with the Manchester 
Corporation. She has served as health 
visitor/school nurse to Lancs. County 
Council; centre superintendent, Ipswich, 


and as deputy superintendent health vigiter 
to Buckinghamshire County Council ging 
January, 1959. 


Astley Ainslie Hospital, Edinburgh 

Miss GRACE A. SUTHERLAND, 8.2.5, 
R.F.N., PT. 1 MIDWIFERY, HOUSEKEEpny 
CERT., has been appointed matron, and js 
already in office. Miss Sutherland trained 
at Woodend Hospital, Aberdeen, Bely. 
dere Hospital, Glasgow, Foresterhill Mg. 
ternity Hospital, Aberdeen, St. Thomas’ 
Hospital, S.E.1. She has served as ward 
sister, City Hospital, Aberdeen; assistan: 
housekeeping sister, North Middlesex Ho. 
pital, London, and as assistant matron and 
matron, Stannington Children’s Hospital, 
Morpeth, Northumberland. 


New West Wales Hospital, 
Carmarthen 


Miss ARFONA VAUGHAN JONES, 
S.C.M., R.F.N., has been appointed matron 
and will take up office on January 1, 1961, 
Miss Vaughan Jones trained at the David 
Lewis Northern Hospital, Liverpool, Sef- 
ton General Hospital, Liverpool, S$. 
Mary’s Hospital, Manchester, and the 
Borough Isolation Hospital, Stockport 
She has had experience as staff midwife, 
midwifery sister and as ward sister at, 
respectively, Crumpsall Hospital, Man 
chester, Newport Maternity Home, Salop, 
and the Borough Isolation Hospital, Stock- 
port. She served as night sister at the City 
Hospital, Fazakerly, Liverpool, Alder Hey 
Children’s Hospital and the City Hospital, 
Derby. Miss Vaughan Jones has been 
assistant matron at Stepping Hill Hospital, 
Stockport, and at the Macclesfield Ho 
pital, Macclesfield—her present post. 


Army Nursing Service 

The following have joined for first ap 
pointments as lieutenants, QARANC 
from September 7: Miss K. A. R. Ashe, 
Miss T. H. Asbridge, Miss M. Cavanagh, 
Miss M. A. Considine, Miss E. J. Copple- 
stone, Miss F. A. M. Cowper, Miss N. K 
Deacy, Miss M. M. Forsyth, Miss M. © 
Hill, Miss J. M. Jackson, Miss D. M. Lee, 
Miss M. G. Meeks, Miss E. D. Palmer, 
Miss M. E. F. Parsons, Miss J. M. Povey, 
Miss O. M. Preece, Miss E. Robinson, 
Miss H. K. Savage, Miss D. Spooner, Mis 
H. A. F. A. Wenzlik, Miss A. Williams. 


RETIREMENT 


Buchanan Hospital, 
St. Leonards-on-Sea 


Miss L. L. Burn, matron since 1943, 
retiring at the end of December. If any 
former nurses of the hospital would like t 
contribute towards her retiring preset, 
will they write to Miss M. Hills, assistant 
matron, 
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Staff Nurses’ Study Day 


Pp. LITTLECOTT, S.R.N., Royal Hampshire County Hospital, Winchester 


THERE WERE THREE SPEAKERS at the study 
day for staff nurses at Royal Hampshire 
County Hospital, and the matron gave an 
introductory talk. Each speaker stressed 
certain aspects of a staff nurse’s work, and 
stated quite plainly what different sections 
of a hospital community required and 
expected from her. 

Miss E. Pope, matron, well realized the 
difficulties presented by the sudden and 
complete metamorphosis from a student 
nurse to the respected rank of staff nurse, 
with its responsibilities and expectations 
of greatness. But, in fact, nobody expected 
a staff nurse to be perfect. Mistakes were 
made every day by everybody. She must 
accept correction as willingly as before, 
and aim at perfection. 

The organization of the daily ward 
routine would fall on her shoulders—it 
was now her responsibility to see that Mrs. 
J. had nothing to eat after 12 o’clock, and 
that Mr. B. was ready for the porters at 
2.30 p.m. A great deal of a sister’s time 
had to be spent in the office, and it was 
the staff nurse’s job to relieve her of any 


unnecessary WOTTies. 


Relationship with Ward Staff 


In her relationship with ward staff, 
whether nursing or domestic, a staff nurse 
must never be ‘top dog’. The students must 
realize that they could speak openly to 
her, and expect a fair hearing, although 
she must obviously be a disciplinarian to 
a certain extent. She must get to know and 
appreciate the part-time staff. She must 
learn to include them, and the domestic 
staff, in the daily routine of ward life. 

Loyalty to her sister was a key word for a 
staff nurse. But this did not mean subser- 
vience, either to sisters or medical staff. 
She should never be afraid to ask ques- 
tions; discussion was invaluable; and 
above all, she should never withhold any 
useful scraps of information gleaned from 
relatives and patients. 

Miss Pope said she did not want ‘certifi- 
cate grabbers’. But this did not mean that 
one should aimlessly do one’s work, with 
no horizon to look towards. A staff nurse 
thould make up her mind whether she 
wanted to become an administrative sister 
or do work outside a hospital. And 
Marriage need not be the end of a nursing 
career. Part-time staff were an essential 
part of the present-day hospital team. 

After Miss Pope’s introduction the first 
speaker was the hospital secretary. He said 
that a staff nurse had three main points 
to consider in her work. 

(1) The legal aspect. A staff nurse was 


one of a group of people who formed the 
backbone of hospital life, and must be a 
positive part of it. The sister, these days, 
was essentially an administrator, and the 
staff nurse had to be in charge for at least 
half the time. The NHS expected ‘ade- 
quate and efficient’ service from her. 
Legally, her hands were safe hands, and 
if any harm should be done, her employer 
would be blamed. From a legal angle, if 
a staff nurse should in any way break a 
patient’s confidence and behave in any 
inappropriate way, the hospital could be 
accused of libel. 

(2) The community. When working among 
1,000-odd people, a staff nurse must get 
to know and understand different angles 
of hospital work. 

(3) Public relations was a large and 
intangible aspect of a staff nurse’s work. 
Patients, relatives, visitors, the ward team, 
all depended upon a staff nurse’s ability 
to appreciate the needs of her fellow 
creatures. 


NHS Organization 

The second talk was from the regional 
nursing officer, Miss F. Gundry, who ex- 
plained the aims and objects of the NHS 
Act, the responsibilities of different parts of 
the service, and the division of the regions 
into hospital management committees. 

Staff nurses were the leaders of the 
future. They needed broad vision and 
adaptability; ingenuity and flexibility of 
mind and action. Again, the liaison aspect 
of a staff nurse’s work was stressed. She 
had to be able to help one section of her 
team to work well with another, for the 
good of the patient. She had to realize that 
‘knowledge without experience does not 
provide self-confidence.’ 


Loya to Many People 


Miss Peggy Nuttall, s.r.Nn., editor of the 
Nursing Times, was the third speaker. In 
her view the staff nurse held a unique 
position. She was closer to the patient than 
any other trained nurse; she was closer 
to the student nurses than any other 
trained nurse and from her they expected 
encouragement, help and support and a 
demonstration of how theory could be 
applied to practice. Her relationship with 
the ward sister was a very close one, but if 
it were likened to a marriage, then perhaps 
the operative word was ‘obey’. The staff 
nurse had a multiplicity of loyalties which 
sometimes appeared to conflict, but her 
ultimate loyalty should be to the matron. 
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A staff nurse’s appointment was the time 
to look around, and make up her mind 
what she wanted to do. She must learn to 
anticipate a patient’s needs; she must 
learn to make decisions, and stick to them; 
she must learn the administration of the 
ward, be able to allocate work successfully, 
and see that the ward work was done as 
teamwork. It was a chance to learn of the 
larger administrative aspect of the Na- 
tional Health Service, the hospital com- 
mittees and the regional boards. She must 
realize that she was the trained nurse who 
was in closest contact with the patient. 


Time to Think of the Future 


During her time as a staff nurse she had 
time to think of the future. Doctors, 
student nurses, patients, all these must 
change frequently, but a staff nurse 
could provide stability in a ward. She 
could stay still for a while and look at the 
many prospects ahead of her. 

She could specialize in one particular 
field; she could take an administrative 
course, sister tutor course, ward sister 
course. Or she could leave hospital work, 
and concentrate on public health. There 
were the armed forces, and overseas ser- 
vices. Or the staff nurse might prefer a 
‘fringe’ job—work with the regional hos- 
pital boards, with Ministries, with WHO 
—or nursing research. 


King Edward’s Hospital Fund 
for London 


STAFF COLLEGE FOR WARD 
SISTERS 


January 2-27, 1961 (four weeks). 
Refresher course for sisters and 
male charge nurses of at least five 
years’ experience. 

Fesruary 6—-Marcu 3 (four weeks). 
Refresher course for sisters and 
charge nurses from chiatric 
hospitals, and psychiatric units in 
general hospitals. 

MarcH 20-Junz 9 (12 weeks). 
aratory course for tive 
recently appointed 

June 19-Jury 14 (four weeks). 

. Refresher course for sisters and 
male charge nurses of at least five 
years’ experience. 

Aucust 28—SEPTEMBER 22 (four weeks). 
Refresher course for sisters and 
charge nurses from psychiatric 
hospitals, and psychiatric units in 
general hospitals. 

OcroBer 22 (12 weeks). 
Pr tory course for prospective 

recently appointed 
Further particulars may be ob- 
tained from The Principal, The Staff 

College for Ward Sisters, 147, Crom- 

well Road, London, S.W.7. 
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